meal 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


12444 CERTIFICATE OF DEATH 


ith 


1. PLACE OF DEATH 
. COUNTY 


Br death. Page 4 
the funeral director, 


ind 2 shauld be fil 


2. 4 3 4 
a — Reoenee (Where deceased lived. If institution: Residence before admission) 
a. STATI 


b. COUNTY 


MARYLAND 
b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib . CITY OR ine {If autside corporate limits, write RURAL ond give nearest town} 
RURAL ond give nearest town) 


d, NAME OF HOSPITACTIF nat in hospital, give street oddress] d. STREET ADDRESS e. 1§ RESIDENCE 
OR INSTITUTION ON A FARM? 


Va 


1 deartht. 
( 
/ 


Pages 


P:0. Sykesville ves C] NOT 
: Beceaseo li Middle lost Baar Month 1S oy Year 


(Type ar print) 19, 


9. AGE (In yeors 
lost birthday) 


yrs. 


White 


10a, USUAL OCCUPATION (Give of work done) 10b. KIND OF BUSINESS OR INDUSTRY 


11, BIRTHPLACE (Stote or foreign country) 112. CITIZEN OF WHAT COUNTRY? 


during mast ef working life, even if retired) 


Hospital attendant | State Hospital| Maryland ie Bohs 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


Columbus A.  Conawa’ Ida _ B. Pickett 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17, INFORMANT Sykesville Box qo 


(Vex, no, or unknown) (it yer, give wor oF dotes of service) 


----4----------- ker, Maryland __ 


Then please remave carban papers. 


1B. CAUSE OF DEATH [Enter only ane cause per line for (a), (b), ond (¢).] INTERVAL BETWEEN 


ONS! 
PART. DeATH was cAUSEDEN. ADENOCARCINOMA SIGHOID COLON WS yess 
fy So DUE TO 


Conditions, if any, which w 
gove rise to immediote 

couse (a), stating the under- ( DUE TO 
lying cause lost. ie 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART salt a AUTOPSY 


RFORMED?: 
METASTATIC CARCINOMA OF LUNGS 


& 


yes) No 
20a. ACCIDENT WAS UNDERLYING (1 20b. DESCRIBE HOW INJURY OCCURRED, (Enter noture of injury in Part | or Port Il of item 1B.) 
OR CONTRIBUTING LC] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


MEDICAL CERTIFICATION, 


20, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED. 


Hour While Nat while 
lot work [_] of work 


spital} attended the deceased fram._£935 pee A. des Pal ewes ita __ ak 3 ee ; 19.61, that (1} (we) last 
ive an ar/15 —— 19.61, and that death accurred ot 3 20\PHom the causes and an the date stated abave. 


20¢. PLACE OF INJURY (Home, form, | 20F. (City or tawn) (County) (State) 
foctory, street, office bldg., etc.) | 
{ 


a.m. 


saw the deceased 


RECTOR: After this certificate has been signed by the attending physician and campletely filled i 


IR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hq 


id by the haspital ar attending ph 


4 


page 3 shauld be detached far use as the burial-transit permit. 


may be r 


220. SIGNATURE FF 7b KONED 
z 4 ATTENDING MED. STAFF 
© nsemnl— M.D. | PHYS. Gk oirector Pus. 
We PHYSICIANS 22d. ADDRESS 
NAME (Type) 
Wn, H, Lawson, Jr. _, HeD. _RFD_ #2. Sykesville, Maryland. 
230. BURIAL, CREMATION, | 23b. DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Stote) 


REMOVAL (Specify) 


the State Baard af Health priar ta burial, crematian, ar remavat, and in any event, within 72 haurs afte 


TO HOSPIT. 
TO FUNERAL 


24. FUNERAL DIRECTOR'S SIGNATURE 


Nee 
2 


11-18, 1964 


ADDRESS 25a. REC'D BY REGISTRAR 


vate NOV 2 0°61 


2b. REGISTRAR'S SIGN 


Onthun £ Kina 


C, M, Waltz, Winfield, Maryland 


“Jeraun 
SRF Fur pay 
“op 


eH sano, 
“OH Gi 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 y's FAH STREET, BALTIMORE 1, a 


44 CERTIFICATE OF 432 
PLACE dest _. ——Ttems 3 4: By hey fe pect oe "deceased lived, If = Residence before edmission] 
a. COUNTY Item 23 b Film G3 sol” b. COUNTY 


Carroll ae Me vyikea” __ Carroll La 


b. CITY OR TOWN (if ouisid corporate limits, ] e. LENGTH OF STAY IN Tb | ce. CITY OR ae If outside corporete limits, write RURAL end give neeres! own) 


write RURAL and give nearest town) 
Rural_-_ Westminster _ | month __|_ Westminster Ce: —- 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give stree! eddress) d. STREET ADDRESS @. IS RESIDENCE 
ON A FARM? 
eae ks arroll County General Hospital | 15 Chase Street } ves (] No], 
se hed OVS. NAME OF First Middle Lest ites DATE Month 7 Ley Yoor 
ra ee DECEASED 
fac Myeeererit) WilItam Russell NY. Armacost | DEATH Nove9 gt. 2 19 61 
8st 6. COLOR OR RACE|7. a aRRieD Oo NEVER MARRIED [| 8 OATE OF BIRTH ]9. AGE (In yoars [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
pes ; | lest birthday) [Months] Deys | Hours | Min. 
55. Male | White | woowo| pivorceo [[]| Nov. 26, 1885 25 vs. | 
ges OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or foreign country) SITIZEN OF WHAT COUNTRY? 
$3 3. 9 most of ee life, even if retired) " 
§ieu r retired LP _alkvoagrleee Frederick County U.S.A. 
4 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME * 
Ss) | 


William L. Armacost Ida V. Webster = 4 ~ 
/15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO,| 17, INFORMANT Address 9 1 ON 
(Yes, no, or unkown) | (Ifyes givewerordetesofservice) he * 


Then pl 


The taw requires that the death certificate be execute: 


a 
ce 
— 
a 
sl 
S 
cra 18 8 M A G ee 
2’ 2 No 2-03-3235 A. Mabel Armacost 13 “hase St. - 
¢ ne S 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), and (c).] ‘ g 7 INTERVAL BETWEEN 
s = INSET AND DEAT! 
DD EL PART I. DEATH WAS CAUSED BY: ZL sec, : 
By Hy 2, IMMEDIATE CAUSE (e) Mdertetic OPAC 1K ie aS ee 
xe 
S529 DUE TO 
Boke Conditions, if any, which ACA pp Bi F 
a] 3s 8 geve rise to immediate cause 
e ee (a), steting the underlying OUETO 
es” 2 couse lest. { 
OS = je). SS = 
Z Sea iz “PART Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ka)) 19. WAS AUTOPSY 
SBSee 9 a cee 
OEE oy < YES NO Y 
eee f oly ear Se Se —_ i a 
226 SEE ws | = [200 ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enior nafura of injury In Pert | or Pert Il of item 18.) 
& ob & | OR CONTRIBUTING [] CAUSE OF DEATH 
me ft eR” & | (WF EITHER, NOTIFY MEDICAL EXAMINER)| 
=? ae ¥ | ae = ses = a 
vs 5 2a S | 20c. TIME OF INJURY Month, Dey. Yeer | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, ; 20. (Cily or town) (County) (Stete) 
= ga ray Hour e.m, While __Not While factory, straet, office bldg., etc.) ; 
68 @° = Jat work [] at work [_] | | 
HeG2 21. | certify that (I) ( I) attended the deceased from CPM nn.nansr 39 A i 
zg ose saw the eased alive on.. tie 1G “f.., and that déath occured atl a-M, from the causes oa on the “ae stated above. 
rd i = A 
>e 2 = z ib. DATE 
6 fate mig) WN, ATTENDIN MED. 4 STAFF 4 [3 ]GNED 
me | ‘ mp. | PHYS. DIRECTOR PHYS. 
tizeo= } = Ah te I a ME Wiel ig S gal | pa i alee 9 
32 / "S 22d, ADDRESS 
3 
—_ i, ane = ee a a 
ue 239, BURIAL, CREMATION. | 238. DATE TPIEREQF 23c. NAM! ‘OF CEMETERY OR CREMATORY 33d, LOCATION (City, town or sau (Stata) 
2 IMOVAL (Specify) 
e2 gers 11 LIES £f, ae - 
VR ANS (4) 24 nS ed DIRECTOR'S SIGNATURE ADDRESS BY REGISTRAR | 25b. REGISTRABA SIGNATURE 
1 15M 960 tephra, Ps Wes ioate NOV 8 "617 Outpost vee 


1 m4 MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


« ret 
was 424 46 CERTIFICATE OF DEATH 2 
S 32 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. if institutian: Residence befare admission) 
2 Fy. a. CO MARYLAND Sy "Maryland ry COUNTY 3a 1timore 
= cies . b. CITY OR TOWN (If autside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If autside corporate limits, write RURAL ond give nearest town) 
Ln - 
8 & RURAL and give nearest tawn) 3 a 7 
> Sav) Sykesville lyr.2mos,17ay#, Baltimore 6 g toh 
ey 3 ‘e ed i d. NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
@: 19 OR INSTITUTION 8932 Carlisle A ON A FARM? 
q arlisle Avenue Yes (] No Et 
7 Hospitel 
= 6 NAME OF First Middle lost 4. DATE Manth Doy Year 
33 (Type ar print) Anna Marcella Augaitis DEATH November 2619 61 
oy I 5. SEX 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED [_] | 8. DATE OF BIRTH 


9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
last birthday) | Months] Days | Hours] Min. 


Female White wipoweo [iE ——bivorceD [] 


Z June 13, 1886 yrs 

a 10a. USUAL OCCUPATION (Give kind af wark dane! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
g during mast af warking life, even if retired) VA 
5 Housewife - Lithuania Lithuania 

a 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

oO 

2 Matthew Dubinskas Eva ? 

sof 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 

§ (Yes. no, oF unknown) | {IF yes. give war or dates of service} 

3 No ~ - Springfield Hospital Records 

g 18. CAUSE OF DEATH [Enter anly ane cause per line far (a), {b}, and (c).] INTERVAL BETWEEN 
a ) PART |. DEATH WAS CAUSED BY: ‘ ee 
5 } _ AIMMEDIATE CaUsE (o) _Bronchopneunonia with empyema Days 

3 


4) ~ ¢ DUE TO | 
Conditions. if any, which »__Arteriosclerotic heart disease, Years 
gove rise 10 immediate 
cause (a), stating the under- ( DUE TO 
lying cause lost, @ 


transit permit. 


the State Baard af Health priar ta burial, crematian, ar remaval, and in any event, within 72 haurs afty 


RECTOR: After this certificate has been signed by the attending physician and campletely filled ir 


R ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 ho 


< 
6 
3 5 Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART ia)|19. WAS AUTOPSY 
£35 mel =| C.B.S. associated with cerebral arteriosclerosis with psychotic reaction. ,,< i NOC 
242 = |20c. ACCIDENT WAS UNDERLYING []__| 206. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part Il of item 1B.) 
Paeaae & | OR CONTRIBUTING [J CAUSE OF DEATH 
ecg & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
SEs & [20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, farm, | 20F. (City or tawn) (County) (State) 
ty peg fay Hour a. m. While iouanilel factory, street, office bldg., etc.) | 
SE? = p.m. 19 Jat wark [1] at work [J | 
pea 
en 21.1 certify that (I) (this hospital) attended the deceased from._____-_ 9=9=__. 1960 iy at 1-26- 1981. that {t) (we) last 
oo 
= 3 saw the deceased alive on that deoth occurred ot 4 fot ihe causes and on the date stated abave. 
= 3 7a. SIG} RE a ] 1 22. DATE 
2 J ATTENDING MED. STAFF SIGNED 
ra 3 LL Le, (a 20 M0, | PHYS. DIRECTOR PHYS. 11-26-61 
» 2 / ae k — ‘22d. ADDRESS 
> 
Svs? Agustin del Campo, M.D. Springfield State Hospital, Sykesville, Md. 
gs 2° 23a, BURIAL ‘CREMATION, | 236, DATE THEREOF em. (OF CEMETERY OR CREMATORY Bad, LOCATIONS ty town-or paynty) (Stor 
~> § REMOVAL (Specify) PL 
Beer MU -30-1 76! Gliot- ALE XL, 
( 


os 


2 * INERAL DIRECTOR’; NATURE ADDRESS 25a. REC'D BY aaah Sb. REGISTRARS SIGNATURE 
le ] 637 eet OL. Te 
si 949) ' Mat tare lane 7 woul care DEC 6 Ctlun §. Hanh 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


12447 MEDICAL EXAMINER'S CERTIFICATE OF DEATH {243.4 


Paks 
=e -_ 
= 
7 
= 
er 


= 
=} 


DEP’ 1, PLACE OF DEATH 
¢. COUNTY 


necessary, ee 


2. USUAL RESIDENCE (Whee deceesed lived, If institution: Residence before admission) 


a. STATE b. COUNTY GH 
__& CITY OR TOWN [If oujside corporete limits, write RURAL end give neerest town) 
¢ 
(fe 3 Lewrcte. = 
ESS. 


1S RESIDENCE | 
ON A FARM? 


mas af MARYLAND 
b. CITY O1 {if qputside corporete limits, c. LENGTH OF STAY IN 1b 


| ae £ PAA Z - . 
d, NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give stree! eddress) 
ves(] 1 No Saf 


3. NAME OF , Month — ~Day “Yer 


| et : 
eres VEPY/a 4/ PALE Ely te Boe Ay, | 2d 


5. SEX 7. MARRIED [_] NEVER 4, Ly} 8 Pater sien 9, AGE (In years IF UNDER 1 YEAR| IF UNDER 24 HRS, 


. COLOR, OR 
Jest birthday) |“Months| Days | Hours | Min. 
Eb wiboweo [-] ef Bie. 5, LPO | 
kind of work 10b. KIND OF BUSINESS OR INDUSTRY 


Go 
CCYPATION,( try) 


nN. ert PLACE (Stete or foreign country) 
workig6 life, even if retired) Uy, Z Z - 


director. Page 


4 should be forwarded to the Chief Medical Examiner’s Office along with form PM3. Page 5 may be retained for your files. 


a 


Fis. FASHER’S 14. MOTHER’. All N ME 
OAK: 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY NO.| 17. INFORMAN’ 5 ‘pet 


10, of unkown) jg ie latesofservice) Of iE wt 
WWE HIE 21203-4620 [fofpellld Baormerone ~ —Wybancl, od] 
18. eal OF DEATH me ‘only one couse per line for (a), (b), end (c).] i a TR INTERVAL BETWEEN 
PART |, DEATH WAS CAUSED BY: ay ee poe aes ul 
IMMEDIATE CAUSE (2) = __ Ghee pn 2. aan 


12. CITIZEN OF WHAT COUNTRY? 


2 Ne Shs 


in 24 hours after death. If an 


te the certificate, writing the word “pending” in pencil in Item 18. Give Pages 1, 2, and 3 to the ful 


File pages 1 and 2 with the State Board of Health, 


ignated agent, prior to burial, cremation, or removal, and in any oR ‘ithin 72 hours after death. 


/] ) DUE TO 


i - ~."j 
Conditions, if eny, which {b) 
gave rise to immediate couse 
(¢}, steting the underlying 


DUE TO. 


(9) 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO OEATH 


19. WAS AUTOPSY 


PERFORMED? 
yes [] No 


202, PLACE OF INJURY (Home, farm, | 20f, (Cily or town) (County) ——s«(Steie) 


T NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1a) 


20a, EXTERNAL CAUSE WAS ~) 20b, DESCRIBE HOW INJURY OCCURED, (Enter nature of injury in Pert | or Pert Il of item 18.) 
PRIMARY [J or CONTRIBUTING [J 


CAUSE OF DEATH. 
20c. TIME OF INJURY Month, Day, Year 


20d. INJURY OCCURRED 


MEDICAL CERTIFICATION 


Hour em. While Not While factory, street, office bldg., etc.) i 
p.m. 19 work at work ! 
21. I certify that | took charge of the remains described above, held an Autopsy im Inspection Inquiry’ and in my opinion 


Natural causes ye Accident te Suicide isl Homicide fo Undetermined manner DO 
CHIEF MEDICAL EXAMINER [} 


eee eg J pap, ASSISTANT MEDICAL EXAMINER [] 


oat ‘Am E < a Vi, as DEPUTY MEDICAL Fria! fy, / ) i od 


y ay 22b. DATE | THEREOF 


- We- ox oh 


Li Z, 
J iP 
rx 7139 ' iy e ‘ ¢ 


MEDICAL EXAMINER: This certificate should be executed wi 


its desi 


or il 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. 


TO DEP 
please ex. 


240. REC’D BY REGISTRAR 


nove '61 


DATE 


24b. REGI R “ URE 


Clathan 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH Ogae 
a Creare es (Where deceased lived, If institution: Residence before admission) 


Kee _ MARYLAND mm b. COUNTY Sy 


b. CITY OR TOWN (IF outside corporate limits, write | c, LENGTH OF STAY IN 1b c. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 
RURAL and give nodrest feet 


ecfec/ 70: Xx og to (re 


|. NAME OF HOSPITAL (If not in hospitol, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
ON A FARM? 


oR pa / i < neg ft K TeFL = es ves) NODE 


* DECEASED ‘ey Middle Last “Saar Month Day vean 


(Type or print) AIS A [3 AR. VES| Seam Nov. P20 vise 
5. SEX 6. COLOR.OR RACE 7. MARRIED] NEVER MARRIED [_] | 8- OATE OF BIRTH 9. AGE {In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
eee Months| Doys | Hours Min. 
oO ba fe. a widowed [] Divorceo [] v2 SEFO eae yrs. 
10a, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE be orsforeign co 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) y LAM. / 
OtUdle tus fe. Litre 
13. FATHER’S NAME Tag MQTHER' Bue Y IN NAME 
, 32> To, 
tol Lt: Tianbes 
15, WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. |17. INFORI Address 
(Yes, no, or unknown), {IF yes, give war or dates of service) 
7d | ine JE Hh. ere Ti 
18. CAUSE OF DEATH [Enter only one couse per line for (o}/1b). and (<)-] INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: AZ va Nae Sas 
a IMMEDIATE CAUSE (a), 40 Le Lia TAG b fe ce 45. 2 


oneal ie pad which se n CesLeseoslanclses Fide PO ON FO | ; 


gove rise to immediote 


the funeral directar, 


cuss after death. Page 4 


éath. 
all 


Pages 1 and 2 shauld be 
Sen 
S 


After this certificate has been signed by the attending physician ond campletely filled in 


page 3 shauld be detached for use as the burial-transit permit. Then please remove carbon papers. 


R ATTENDING PHYSICIAN: The law requires that the deoth certificate be executed within 24 hi 


couse (a), stating the under- { DUE TO 
€ lying couse last. (a 
3 ra Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)]19. WAS AUTOPSY 
z 9 
a g yes (] WN’ 
ed = ]20a. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part Il of item 1B.) 
& & | OR CONTRIBUTING [1 CAUSE OF DEATH i> > 
2 © | (IF EITHER, NOTIFY MEDICAL EXAMINER) | $$$ 
° & ]20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 120. (City oF town) (County) (Stote) 
. 3 ee - cee factory, street, office bldg., etc.) | 
5 g Jas \ = = aa 
P] 
g Abt plac ge eee 19@Z, that (I) (we) last 
3 a 
8g and that death occurred at?_44.M, from the causes and an the date stated abave. 
2g rs ane, 
3 Le ATTENDING MED. STAFF 
ae ACA PHYS. x DIRECTOR PHys. 23-4 


‘22d, ADDRESS 


¥. 


TO FUNERA! 


beh E Turd Me 


, | 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 


11-25- 


| 24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 


C. M. Waltz, Winfield, Maryland 


Lead 1 fe 


Bd. LOCATION (City, town, or county) (State) 


W: 


‘25a. REC'D BY REGISTRAR 


pare NOY 2 7 '61 


the State Board af Health priar to burial, crematian, ar remaval, ond in any event, within 72 haurs after. 


TO HOSPIT: 
may be r 


25b. REGISTRAR'S SIGNATURE 


‘tba & Fics 


Je 
=> 
2a 
a 
= 


with 


fter death. Page 4 


® 


: After this certificate has been signed by the attending physicion and completely filled inWy the funeral director, 
Pages 1 and 2 shauld 


Then please remove carban papers. 


The law requires that the death certificate be executed within 24 h 
the State Board of Health prior ta burial, cremation, ar remaval, ond in any event, within 72 haurs oft 


by the haspital ar attending physician. 


R ATTENDING PHYSICIAN 
RECTOR: 


led 


¥ 


page 3 shauld be detached far use as the burial-transit permit. 


may be + 
TO FUNERA’ 


TO HOSPIT, 


os 
a 
a 


3s 
= 
S 
Ss 


12445) 


MARYLAND STATE DEPARTMENT OF HEALTH 


CERTIFICATE OF DEATH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


« oe 


1, PLACE OF DEATH 
9. COUNTY 


MARYLAND: 


“Maryland 


my eauat peer (Where deceased lived. 


If institution: Residence before odmission) 
b. COUNTY, v 


City 


b. CITY OR TOWN (IF outside corporate limits, 
RURAL ond give nearest town) 


write |. LENGTH OF STAY IN Ib 


c. CITY OR TOWN (IF autside corporate limits, write RURAL and give nearest tawn) 


Sykesville lyr.Jmo,8dys. Baltimore 11 3VOI- #: 
} qa d. NAME OF HOSPITAL (if nat in haspital, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
7 OR INSTITUTION ON A FARM? 
Hospital 44,00 Evans Chapel Road cis (UNH 
. Heecsoas : First Middle lost 4. _ , Manth Doy Yeor 
Type hecn Sarah Baker Bass BEAM November 22 196 
S. SEX 6. COLOR OR RACE |7. MARRIED C&never MARRIED [] | 8. OATE OF BIRTH >, ed tty IF UNDER 1 YEAR| IF UNDER 24 HRS. 
thoy) [Month a 
wipowed [1] Divorced [), January 5 > 1891 wis ae Se gers (eer ae 


during most of warking life, even if retired) 


Housewife 


10a. USUAL OCCUPATION (Give kind of work done! 


Maryland 


10b. KIND OF BUSINESS OR ne a BIRTHPLACE (Stote or foreign country) 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A, 


13. FATHER'S NAME 


Thomas Baker 


14. MOTHER'S MAIDEN NAME 


Mary Benson 


(Yes, no. or unknown) | 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? 
IIF yes, give war or dotes of service} 


16. SOCIAL SECURITY NO. 


| 17. INFORMANT 


Address 


PART |. DEATH WAS CAUSED BY: 
fp IMMEDIATE CAUSE (o 
* Pi DUE TO 
=a , 


Canditian’; if ony, which 


18. CAUSE OF DEATH [Enter anly ane cause per line for (a), (b), and (c).} 


Bal eteink [ex 
., ee sgia 


gave rise ta immediate 
couse (0), stoting the under: 
lying couse last. 


DUE a 
(ch 


INTERVAL BETWEEN 
ONSET ID DEATH 


C.B.S. associated with cerebral arteriosclerosis, with psychotic veadtid ves 


Parr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 4 19. WAS AUTOPSY 


PERFORMED? 


@ NoD 


20a, ACCIDENT WAS UNDERLYING () 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EtTHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Port I or Part || of item 18.) 


20c. TIME OF INJURY Manth, 
Hour 0. m. 


Doy, Yeor 


MEDICAL CERTIFICATION 


20d. INJURY OCCURRED 


While Nat while 
lot wark [] of work 


20e. PLACE OF INJURY |Home, farm, 1 20F. (City 
foctary, street, office bldg., etc.) | 


‘ar town) (County) (Stote) 


Agustin del Campo, 


AD. 


21.1 certify that (I) (this haspital) attended the deceased fram.._____ 10-14-.. 19.60 Atte Be 1 ay 1961, that (1) (we) last 
ees 11=22- 19.61, and that death accurred ath. Dp M, fram the causes and an the date stated abave. 
a Wb. a 
ED 
LL Vid hel Ls mo.[AiVe Oo Bieecror PANS. 11-33-61 
— 22d. ADDRESS 


Springfield State Hospital, Sykesville, Md. 


230. BURIAL, CREMATION, 
IOVAL (Specify) 


23b. DATE 2Sb/ 


L-Qs 


23c. NAME OF CEMETERY d, CREMATORY 


Glew fave 


24. FUNERAL DIRECTOR'S SIGNATURE 


WOM. 


ADDRESS 


Ld¢7 OF. par Sf. 


odiOY 2 8 '64 


23d. LOCATION (City, tawn, ar county) 


250. REC'D BY REGISTRAR 


{State) 


Md leF 
28, REGISTRAR'S SIGNATURE 


Catan £ Fissra 


Con INE. 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
Sar CERTIFICATE OF DEATH 2413 


3z 
= 83 1. PLAGE OF DEATH 2, USUAL RESIDENCE (Where decoased lived, If institution, Residence before edmission) 
5 ? a. STATI b. COUNTY 
Beng Carroll MARYLAND Maryland Balto, City 
2 = 7. 3 b, cry OR TOWN (if outside corporate limits, , LENGTH OF STAY IN Ib c. CITY OR oN (If outside corporate limits, write RURAL give nearest town) 
~ 3st writa RURAL and give nearest town) _ 
“cs Sykesville yrs. 20 dys. Ba ltimore 18 3Vb4d f 
& 3% d. NAME OF HOSPITAL OR INSTITUTION (i not in hospital, give straet addrass) d. STREET ADDRESS 7 2 e. Boe 
; ae 
» 3 Springfield State Hospital __1735 Abbott ston Strest ves [] NO fe] 
ae . NAME OF c ae = aaa [a DATE Month Day Vea 
DECEASED 
(Type or print} ae Pearl Bevans DEATH November 29 1961 
‘5. SEX ; 6. COLOR OR RACE B. DATE OF BIRTH ~ 19, AGE {in years | IF UNDERT YEAR IF UNDER 24 HRS. 


7. MARRIED [_] NEVER MARRIED [_] fast bith dey] 


eg Deys Hours | Min. 


‘ema le White WIDOWED fx] Divorced [_] February 21 187g iy es 
a ome it OCCUPATION (Give kind of work 1Db. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
done during most of working tite, even if retired) 
ousewife = Maryland _ Usk, 
13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
ee 
Lewis Bennett Emma_5i1 : E 5 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
(Yes, no, or unkown) | (Ifyesgivewarordatesofservice) 
= = - Springfield Hospital Records : 
ie Vite Cioghor nEATE Ee ‘only one cause per line for (a), (b), end (c).] 2S a “ae P Bilan dali 
i 
FART EAT An Crust). Mesenteric thrombosis due to Arteriosclerotic ia 
} “20 4 puto heart disease. ah 
Conditions, if ony, which )._arteriosclerosis. Years 


geve rise to immediate cause 
(e), stating the underlying 
cause last. (2) 

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEA; 


DUE TO 


N GIVEN IN PART i(a)) 19. WAS AUTOPSY 


& 


After this certificate has been signed by the attending physician and comple! 


director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon papers. 


Zz NI 
fe) é * 
=/C.B.S. associated with giroulabory disturbance, with cerebral arterio— | ves good 
_ —__— — —— 
3 a ACCIDENT WA UNDERLYING []”] 2Db. DESCRIBE HOW INJURY OCCURED, (Enier nature of injury in Part | or Pert Il of item 18.) 
& | On CONTRIBUTING [] CAUSE OF DEATH 
&G | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
s 20c, TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, ferm, | 20f. (City or town) (County) (Siete) 
3 Hour a.m, While Not White factory, street, office bldg., ete.) | 
= a 19 at work at work 1 
. | certify that (I) (this hospital) attended the deceased from.. 1 ely. Ly to. 11-29 198 4, that (1) (we) last 
saw the = alive on... L129, 1961. ., and that death occured at. 2.22M, nn The causes and on the date stated above; 


22b. DATE 


bi, Af Urs mo, [PST] Bikector PS. i 11-2631 


22d, ADDRESS 


LOR ATTENDING PHYSICIAN: The law requires that the death certificate be execut 


4 may be retained by the hospital or attending ph 


‘AL DIRECTOR: 


— 


filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


= ae in del Campo, /M,.D. Springfield State Hospital, Sykesville » Ma. 
$28 236. BURIAL, Sot | 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) : (Siete) 

See, OVAL MC PL] 5 Shed, 
o*e Vilalel \hewden Loudon eer Cem\ AitTimanre — 17 
i ul DIRECT! IGNATURE ADDRESS. 25a. REC'D BY REGISTRAR | 25b, REGISTRAR’S SIGNATURE 


ate DEC 4 64 than 4, Kaus 


Ate aw 5305 Yaplord Ka. 


Be 
Zs 
=> 
NG 
os 
ba 


ail 


he funeral director, 


Pages 1 and 2 should be filed with 


the State Baard of Health priar fa burial, crematian, ar remaval, and in any event, within 72 haurs after death. 


fter death. Page 4 


¥ 


is certificate has been signed by the attending physician and campletely filled in 
Then please remave carbon popers. 
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= 
= 
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d by the hospital or attending physician. 


RECTOR; After 
page 3 shauld be detached far use as the burial-transit permit. 


mf 


TO HOSPIT, 
may be 1 
~ TO FUNERAI 


le 
an 


=> 

oe 

<= 
Ze 


t 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


cy7? P € 
{24al CERTIFICATE OF DEATH 12438 


). PLACE OF DEATH a aka pained (Whe deceased lived If institution: Residence before odmission) 
a. COUNTY MARYLAND b. COUNTY 


3 and unknown. 
b. ciy OR TOWN {If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib L & CITY OR TOWN (If outside orate limits, write RURAL and give nearest town) 


RURAL and give neurest town) 
12y-3mo-12d. 1 O4x 
d. NAME OF Hosrirac “it not in eal give street address) d. STREET ADDRESS y ¢. IS RESIDENCE 
‘OR INSTITUTION, ON A FARM? 
ringfield State Hospital unknown ves [] NO [} 


3. NAME OF Middl Lost 4, DATE Ye 
DECEASED See 4 OF ont ya, eee 


(Type or print) ----= Bird DEATH rea 6 19 61 


6. COLOR OR RACE | 7. i 6 TE RTH 9. AGE [In yer [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
IAS MEO ENE VER AN deveimined fas See a infonmerl ayaa sues GR 
65 //2" 


10a, USUAL OCCUPATION (Give kind af work done] 10b. KIND OF BUSINESS OR INDU' Tate ina LACE {State ar foreign country} 12. CITIZEN OF WHAT COUNTRY? 


during most af working life, even if retired) 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


unknown. 


1$. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
(Yes. no, oF unknown) (if yes, give war or dotes of service) p 
| unknown Hospital Records 


unknown 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b}. and (c).] INTERVAL BETWEEN 


—T AND DEATH 
PART I. DE i 
ar bean was cwuenD ey, Diabetis Mellitus us 


DUE TO 
ee Cardiac Decompensation 
gove rise to immediate 


cause (a), stating the under: 
lying cause last. 


Paar Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. Hel dee 
Schizophrenia, hebephrenic type ves) NODE 


200, ACCIDENT WAS UNDERLYING C1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part t ar Part Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) ———— 


wo 
}20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County} (State) 
Hour a.m. While Not while factory, street, affice bidg., etc.) ! 
p.m. 19 Jot work [J at work [J 1 


21.1 certify that (1) (this haspital) attended the deceased fram__. EO" 2 Jie to 11=6= ee hy 1961, that (1) (we) last 
saw the deceased alive an. L1-6— 19.61. and that death accurred all» LIM, fram the causes and on the date stated abave. 


2a, SIGNATURE 2b.DATE 
ATTENDING MED. STAFF IGN 
A fe ee PHYS. X5_pirector PHYS. OX 11-6-61 
“NAME 


MEDICAL CERTIFICATION, 


22d. ADDRESS 


Springfield State Hospital 


Zo. BURIAL CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMELERY OR CREMATORY Bd. LOCATION , town, or county) (State) 
cREMovad (Specify) 1~fr- EA a 6 ” Yu Y 


24, FUNERAL DIRECTOR'S SIGNATURE 2Sa. REC'D BY REGISTRAR ‘Sb. REGISTRARS SIGNATURE 


Lrig tH Yeuete 2g pate NOV 9ST | Cath £ fiinna 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


12452 CERTIFICATE OF DEATH alaeey 


ood 


ee ae = = 
W esec ss 1, PLACE OF DEATH 2s USUAL | eae (Where deceased lived. if institution: Residence before admission) 
Boek pat! ¢ MARYLAND oes { b. COUNTY e v 
£ b, CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
2 s 2 RURAL and give nearest tawn) i as 
v0 52 4 ae . 
. £5 e © mo days hredesaok ad burg t 
SB of AME OF HOSPITA\ {If nat in hospitol, give street address) d, STREET ADDRESS, 3 e. IS RESIDENCE 
ges = 1X o OR INSTITUTION oN Ol Nod 
Fs Springfield State Hospital Ladiesburg we, 
_ 
2 s 5 3. NAME OF First Middle Lost 4. DATE Month Doy Yeor 
x -. 
a 256 7; int DEATH 
« = $5 ipeiouel Finkle Howard BIRELY 19 61 
= a8 5. SEX & COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [-] |8- DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| If UNDER 24 HRS. 
ee Jost birthday) | Months Min, 
25 
Sees male white wipowep [Divorced [] 8/25/72 YEE 
Sf Eg. TOs, USUAL OCCUPATION (Give kind of wark done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Teese during most of working life, even if retired) 
é pet ~__ Farmer in Farm wawx, Fred. Co., Marylant U.S.A. 
ge OBR 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
spews 
BS ote, . 
ye Adam D. Birely Jane Anders 
Ey Mapes, Ts. WAS DECEASED EVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
: a & A (Yes. no, or unknown) {If yes, give war or dates of service) 
2 Pgs No = | = None Springfield Hospital Records 
RSE CAUSE OF | line for (a), (b), : INTERVAL BETWEEN 
8 Es 18. OF DEATH [Enter only one couse per line for {a}, (b), and (c}-] INTERVAL BETWEEN 
Pts os PART I. DEATH WAS CAUSED BY: . : 
eos IMMEDIATE CAUSE (a) days 
eee { d 
le ta aNa 4 j DUE TO 
o 4, 
= as Conditians, ifany, which (b) 
3 ES gove rise ta immediate 
Sle See cause (a), stating the under. ( DYE TO 
eae be lying cause last. te 
oie ynigesause laity: 
228 5 = ¢ - Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)|19.. WAS AUTOPSY 
eases 0 {2 
26595 $ CBS asso with senile brain disease with p hoti 2 ERE. | 
Peis 36 = | 20a, ACCIDENT WAS UNDERLYING [1 |20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of Injury in Port | or Part Il of fiom 18 
S22 5.5 & ] OR CONTRIBUTING C1 CAUSE OF DEATH 
Guceaue i & | (E EITHER, NOTIFY MEDICAL EXAMINER) 
Sftts 5 
g oR 8s & ]20c. TIME OF INJURY Month, Day, Year | 20d, INJURY OCCURRED | 20e. PLACE OF INJURY ‘Home, tor 120. (City or town) (County) (State) 
S5S os S Rodeo fear aarp factory, street, office bidg., etc.) 
z5:22 = p.m. 19 Jot work [5] at work H 
ea,es s f : 
Zeon a 21. | certify that (I) (this haspital) attended the deceased frombelB=61.——.,.19-; to_11=10=61.-. 19-_-_, that (I) (we) last 
Z32y 
eabs <5 saw the deceased alive an._11=10-61 _19.__.. and that death accurred ot OF | fhe causes and an the date stated abave. 
=6 38 220. ig, ATURE lel) V4 72 ONED 
Sa ATTENDING. MED. STAFF 
ae | (Laetels fC 4, a) mo. [PHYS.)_biRECTor C)__PHYS. OY 10-10-61 
2 2 22d, ADDRESS 
’ 38 Ae 
3 28 Hh Agustin del Campo, M.D. Sykesville, Maryland 
Eso o 
SSBC 230, BURIAL, CREMATION, | 23b. DATE THEREOF 2ac. NAME OF CEMETERY OR CREMATORY 2ad. LOCATION (City, tawn, or county) (State) 
£52 Be eo ae ; Cemet Middleburg, Maryland 
8 
E6 8s Middleburg Cemetery £5) 
eae ai Bs aap See ADDRESS fe REC'D ny a 25. REGISTRAR'S Fey 
Sie a Cithan £ Tramae 
‘Sade .0.fuss & Son Taneytown, Maryland vate NOV 


am 
es) 


Ax 


ter death. Page 4 
€3) ; 


e funeral 


id 


ned by the attending physicion ond completely filled in B 


-transit permit. 


|, crematian, or remaval, and in any event within 72 ( after deoth. 


Pages 1 and 2 shauld be filed with 


icate be executed within 24 ha 


i 


Then pleose remove corbon papers. 


ATTENDING PHYSICIAN: The low requires that the death cert 
by the haspital ar attending physicial 


IRECTOR: After this certificate has been 


* 


may be refer 


TO FUNERAL 
page 3 should be detached far use as the buri 


the registrar priar ta buriol, 


& TO HOSPITA| 


a 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
12453 CERTIFICATE OF DEATH 


A. ne oe ie ay > la (Where deceased lived. If institution: Residence before admission) 
e . _ COUNTY 
CAAA CLE MARYLAND AARELAND CAL ROLL 
b, es OR aN (lf oo corporote limits, write cc. LENGTH OF STAY IN 1b c. CITY OR TOWN ([f outside corporate limits, write RURAL ond give nearest town) 
‘ond give nearest town) “a 
CSPUYYWSTER ES VEARLIL LSTA STEER, Agee 
a. pretreat ads (If not in hospitol, give street address) i d. STREET ADDRESS: e 3 a PAN 
a IN A 
—— WS CENTER S7 Yes C] NOP, 


3. NAME OF 


pea T OSCA R CHARLES EY ‘LER 
5. SEX 6. COLOR OR RACE |7. MARRIED DR NEVER MARRIED [-] | 8. DATE OF/IRTH 
CMEG 


wibowep [] bivorceD [] 
1, BIRTPLACE (State ar fareign count fy) 


T0o. USUAL OCCUPATION (Give kind of a 10b. KIND OF BUSINESS OR INDUSTRY, 12. CITIZEN OF WHAT COUNTRY? 
luring most af working life, even if retires a, REL WD Lv, S 
A A g ‘ AA 3 
14, MOTHER'S MAIDEN NAME 


oe [RA ReaD 
REBECCA  PRerER 


13. FATHER'S NAME 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Addre; y= 
(Yes, 00, or unknown) IHF yes, give war or dates of service] 3 c Vout LW Chive 


UeADaE (3A eRe 
Se 0 S=/0-SP9P - HARRY DIKLER 1% D 


18. CAUSE OF DEATH [Enter only one couse per line for (a), (b), and (c)-] INTERVAL BETWEEN 


s fo ede. ONSELAND DEAT, 
Pm OAT YAS NE, AP LEO nA Coratt- lege) Be 


4 DATE Month Day Year 
bam = VOLS S/o wS/ 


9. AGE (In yoors [IF UNDER Der | UNDER 24 HRS. 
last 


birthday) |Manths] Doys | Hours] Min, 
yrs. 


4 4 DUE TO 


Canditions, if ony, which (o) 


gove rise to immediote 
couse (a), stoting the under: { OUE TO f 
lying couse last. te) 
3 Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. patel \ 
is a a 
3 yes] no 
= | 200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part Il of item 18.) 
fe OR CONTRIBUTING EL] CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
& [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, farm, | 20f. (City er tawn) (County) (State) 
a Hours cane While INEtiwhitle: factory, street, office bldg., etc.) ! 
= lot wark [] of work { 


21. | certify that | attended the mite hy 7/_,that | last saw the deceased 


ind that depth accurred at_______ _M, fram the causes and an the date stated abave. 
‘ DATE SIGNED 


SIGNATURI 


PHYSICIAN'S © s 
NAME (Type) __)'i @ 


‘Wo. BURIAL, CREMATION, 
EMOVAL (Specify) 
4 


22c, NAME OF CEMETERY OR CREMATORY 22d. LOCATION {City, town, or county) (Stote) 


EAD OAVCH |WESTAWSTER, YD 
DRE: . 24a, REC’D BY REGISTRAR 2db. REGISTRAR'S SIGNATURE 
“fz i Laem care NOV 13 '61 


Cathun £, insate 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


12454 


12444 


1. PLACE OF DEATH 
9. COUNTY 


2. USUAL RESIDENCE (Where deceosed lived. 
a. STATI 


If institution: Residence befare admissian) 


fter death. Page 4 
he funeral directar 


e 


a) 


Pages 1 and 2 shauld be filed with 


Then please remave carban papers. 


ansit permit. 
n, ar remaval, and in any event, within 72 hours after death, 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hay 
RECTOR: After this certificate has been signed by the attending physician and campletely filled in 


d by the haspital ar attending physician. 


rR 


* 


Carroll MARYLAND | Maryland "NY Balto.City 
b. CITY OR TOWN (If outside corporote limits, write | c, LENGTH OF STAY IN 1b <. CITY OR TOWN [IF avtside corporote limits, writexRURAL ond give neorest | 
mura ind give negrest town) —_ 
ykesv 3mos,16days Baltimore 18 Cc 
d. NAME OF HOSPITAL (If not in hospitol, give street address) l|__ 4. STREET ADDRESS ©. 15 RESIDENCE 
‘OR JNS ne ON A FARM? 
Springfield State Hospital 2939 St.Paul St. Yes [No Bl 
3. NAME OF First Middle Lost 4. DATE Month Day Year 
DECEASED OF 
{Type or print) Harold Bradshaw peate = November 16, 19 61 
5. SEX 6. COLOR OR RACE |7. MARRIED ERY NEVER MARRIED [_] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
lost birthday) [Months[ Days | Hours] Min. 
Male White winoweof} —ovorctoC] | August 27, 1912 YQ ys. 
100. USUAL OCCUPATION (Give kind af work done] 106. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar fareign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
during mast of warking life, even if retired) 
Salesman Education Maryland U.S.A. 
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Charles H, Bradshaw Mary A, Hoffman 
1§, WAS DECEASED EVER IN U. S. ARMED FORCES? |I6, SOCIAL SECURITY NO. 17. INFORMANT ‘Address 
et, 90, OF unknown) Yes, Give wer or dotes of service 
No - 213-10-),60 Springfield Hospital Records: 


1B. CAUSE OF DEATH [Enter anly ane couse per line far (a), (b), ond (c)-] 


INTERVAL BETWEEN 
ONSET AND DEATH 


Internal —— 


PART |. DEATH WAS CAUSED BY: 
5. 


i} EDIATE CAUSE (0), 
DUE TO. 
Conditions, if ony, which 


Hemorrhagic suner/Serebelna blocking the 


gove rise ta immediate 
couse (0), stoting the under- ( UE 1 
tying cause last. ) 


ith ventricle. 


saw the deceased alive see Weve 18 


a ata M. ay R SIGNIFICANT malty CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)| 19. WAS be a 
2]Sociopathic persona sturbance, alcohol addictions ves BE NOD) 
S 

~ 1200. ACCIDENT WAS UNDERLYING [1] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il of item 18.) 

4 OR CONTRIBUTING [ CAUSE OF DEATH 

© [CIF EITHER, NOTIFY MEDICAL EXAMINER) 

oS 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 2e. PLACE OF INJURY [Home, form, ol {City or town) (County) (State) 
5 ia sink Goria. Mane cree factary, street, affice bldg., etc.) 

= pom. lot wark [] of wark 


wer to November 16 


Lm that (1) {we) last 
ry -— 196], and that death Aer at 20 AM from the causes and on the date stated abave. 


22a. SIGNATURE 


pie tte Lil Conse bo. 


22b. DATE. 
ae 


“(hel Apustin > eee D 


ATTENDING MED. STAFF 
; M.D. | PHYS. DIRECTOR PHYS. fx) 12/16/61 
ICIAN’S 22d. ADDRESS 


Springfield Hospital,Sykesville, Md. 


page 3 shauld be detached far use as the buri 
the State Board af Health priar ta burial, crema 


TO HOSPITA 
may be fr 
TO FUNERAL 


=< 
2 


L, CREMATION, | 23b. DATE aie? 


(City, town, or coy 


2d. LOCAT| $ Bry / 
‘Wb. eee, 's SIGNATURE 


'2S0. REC’ D BY 30 6 
0°61 bua £, Hina 


DATE 


MARYLAND STATE DEPARTMENT OF HEALTH 


—- DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


12455 CERTIFICATE OF DEATH IGA 2 


coal 


~ cs 
ey Z E 1, PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If insltuion: Residence before odmision) 
5 6 °. °. b. COUNTY 
* 38 Carroll Anreany Maryland A 
= Bie b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest lown) 
8 a A R yke sv giv bb i. town) a . 
ers limos, 3days: Cumberland CO) 0A =, 
£22 e: ‘d. NAME OF HOSPITAL - not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
yaa |S re) rt 3 Is RESIDENCE 
Pr : Springfield State Hospital Virginia Ave. yes [] No 

5 : 3. NAME OF First Middle low 4. DATE Month 

= DECEASED | OF Pe 

3 £ I (Type or print) Charles Bricker peer November _19"- 

8 5. SEX 6. COLOR OR RACE [7. MARRIED [=] NEVER MARRIED [| 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] 

S i) & Sept 5 1882 ‘aa Months] Doys 

Male White wipowep [] pivorceD [] epte 5, un ee 
10a. USUAL OCCUPATION (Give kind of ies done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ring snost of worl life, even if retired) 
ReT Had sh eines = Pennsylvania UsSuk, 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Unknown Unknown 
yoo tee 


13. WAS DECEASED EVER IN U. S. ARMED FORCES? 
(Yes, no, oF ughpown) IF yen, give war or dates of service) 
NS | (IF yes, give Lg 


16. SOCIAL SECURITY NO. |17. INFORMANT Address 
705-07-681), Springfield Hospital Records, 


18. CAUSE OF DEATH [Enier only one couse per line for (0), (b), ond (c).] 
pea mee Ate Cause io. Hypertensive arteriosclerotic CVD 


f-~Up 3 DA veto 
Conditions, if ony, which w Generalized arteriosclerosis. Years. 
gove rise to immediote 
couse (o}, stoting the under- ¢ DUE TO 
lying couse lost. (cl 


INTERVAL BETWEEN 
ONSET AND DEATH 


Years: 


d by the attending physicion and campletely filled in 
Then please remove carbon papers. 


‘ansit permit. 
in, ar removal, ond in any event, within 72 haurs aftey 


saw the deceased alive on 11/19/61__ heey » and that death occurred af9__AM, from the causes and an the date stated above. 


ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 ha 


3 z ra C. B 5 NW. OTHER swt eee CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0}| 19. aie ve 
= /) \& 22SS0C 6W cerebra 

& f S = 2. | Yes] NOX 
2 = be DESCRIBE HOW INJURY OCCURRED. (Enter noture of Port | or Port lof item 18: 

£ 5 ER {Enter noture of injury in Port | or Port i detio 

5 U [UF EITHER, NOTIFY MEDICAL EXAMINER) Patient fell on ward. 

i] os 20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED We. one OF aes ae form, 120. (City or town) (County) (Stote) 
6 rat Hour 0. m Whil Not whil foctory, street, office etc.) 

2 3 woe LY & w6L a ona | Hospita’ | Sykesville Carroll Md. 
21. | certify that (I) (this haspital) attended the deceased from..¥2/16/60 __. Tose gato: 11/419/61.___ 19____, that (I) (we) last 
2 

© 

£ 

> 

3 


opt Lol) G laren MED. STAFF ee SND 
a = em Chen MD 0,80 DIRECTOR PHys. X] 11/19/68 
i 2d. ‘ae +" 
Agustin delCamo, M.D. Springfield Hospital, Sykesville, Md, 


: 


& TO FUNERAL DIRECTOR: After this certificate has been signe 


page 3 should be detached far use as the buri 
the State Board of Health prior to burial, crem 


¢ ! 
i ee Va, ee oy i acl ll at te I ee Be ad ee EO rte ie RE a OL | CO 
3 23a. BURIAL, ae ae 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Stote) 
> MOVAL (Specify) 5 p y sie 4 
3 Bugs Nov. 24, 1961| Druid Ricge Baltimore, Ma. 
24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS ‘25a. REC'D BY REGISTRAR 25b. REGISTRAR'S SIGNATURE 


Wn, Cook, Inc 1217 St. Paul St. oMoY 2 7 '61 Glitter £ fist 


2 
S 
s 


1 MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


12456 CERTIFICATE OF DEATH 124422 


= 
Ey 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If isftution: Residence before od st 
4 ° ° b, COUNTY / 
ies. Carroll ig ee Maryland alto, City v 
=e b. CITY OR TOWN [IF outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
dee SE) RURAL ond give nearest tawn) 2 : 
2 32 Sykesville 2yrs7mosl2dys| Baltimore 11, Maryland 3Vel 
+ 
oe tue. Wa ke EAE ‘OF HOSPITAL (If nat in haspital, give street oddress) d. STREET ADDRESS Is RESIDENCE 
ap | OR INSTITUTION ON A FARM? 
a: Springfield State Hospital 700 W. 40th Street Yes 1] NO fy 
2 
‘mJ 3. NAME OF First Middl: 4. DATE 
fais Bearers irs! idle last * Month Day Year 
= 3% early Katherine His Brown Dr&ATH November 10, 19 61 
Sou S. SEX 6. COLOR OR RACE | 7. MARRIED [[] NEVER MARRIED [1] |8- DATE OF BIRTH ghee: bese IF UNDER 1 YEAR| IF UNDER 24 HRS. 
ce es jost bisthdoy) [Months] Days | Hi Min. 
2.8 Female White —|wioowengg —oivorceo Q) [October 15, 1879 yrs. ate). aa 
Ean 10a. USUAL OCCUPATION (Give kind of work done] 10b, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
a e. 2 during mast of working life, even if retired) eels. 
gee Housework Maryland U.S.A. 
aR 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
© 
gf Michael x Me Kate Noone: 
et chae URRAY Ty 
.. ey 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
Ee (Yes, no, or unknown) | [IF yet, give wor or date of service) % , 
ree No | = = Springfield Hospital Records 
3 = 18. CAUSE OF DEATH [Enter only one couse per line for (a), (b). ond {c).] Tae BETWEEN 
Qe PART I. DEATH WAS CAUSED BY: * . peer 
5 = IMMEDIATE CAUSE (a: Years 
2: HIN 
é§ Z DUE TO 
23 Conditions, if ony, which (b} 
es gove rise to immediote T 
gE cause (a), stoting the under- ( OVE TO 
ee lying cause last. (c). 
25 Saat 
5 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE not baa Retep, yeti bus re PART 1(a) | 19. bese Si aoe 
C.B.S. associated with alcohol intox. with psychot Sbion. eo NO BB 


200. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Post I or Part Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 


While Nat while 
lot work [[] ot work 


20e. PLACE OF INJURY (Home, form, 120. (City or town) (County) (Stote) 
foctory, street, office bldg., Gal 


sed from____ 3-28 "3 7] to Kae a, that (I) (we) last 
saw the deceased alive an______ 11-10=.19 _ and that death accurred at 8 am, fram the causes Aen an the date stated abave. 


MEDICAL CERTIFICATION 


RECTOR: After this certificate has been signed by the attending physicion an: 


poge 3 should be detached far use os the buri 


ined by the hospital ar attending physician. 


OR ATTENDING PHYSICIAN: The law requires that the death certificote be executed within 24 


No. SIG} vi Zab. ak i 
V/A, Bel Cp a 11-16-64 
i N'S 72d. ADDRESS 
) Agustin del Campo, M&. “Borineftena St. Hospital, Sykesville, Md. 
230. BURIAL, CREMATION, | 23b. DATE THEREOF ‘23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (State) 


EMOVAL (Specify) 


the Stote Boord of Health priar ta burial, cremation. 


61 


24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS. 2S0. REC'D BY REGISTRAR 


2b. REGISTRAR'S SIGNATURE 


Onthun £ KGa 


vas (\\ [HW Means & Son 805 N. Cabverr St. lore NOV 1361 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION { 5 @ TISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
> fs 4 _CERTIFICATE OF DEATH 12444 


1. PLACE OF DEATH - 2, USUAL RESIDENCE (Where deceasad lived, If institution: Rasidance befora admission) 
a. COUNT? b, COUNTY, 


rth mansuann |" MD. UT) mag 


b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN tb c. CITY OR TOWN (If outside corporets limits, write RAL and give nearast fown) 
wilta RURAL and giva nearest town) mi. ~ 
Jap ‘ 


deer Ri “| TEISTERSTO Wd Ce = 
d. NAME OF HOSPI Ait OR | ey if not in 7a give stree! address) “d, STREE! 
{ 


— 


24 hours after 
din by the funeral 


DRESS a, IS RESIDENCE 


| CUprcel Conte, eres CwuRcH Rona aS 
FAME OF First Middle Last 4. DATE Month ee 


DECEASED 


(Type or print) io BART _ B. BpuBan. ER | DEATH Wo vy, 14. 9 | 
IF UNDER 1 YBA IF we 24 HRS. 


5. SEX ~ 6, COLOR OR RACE) 7. apRieD fW) NEVER MARRIED [| ® DATE OF aietH ~ \9. AGE (In yaars 


JhALE | WATE 22 OLD DivorceD [_] | Av 2 6- 1996 lé a cee ue) we | Fe rh a 


40a. USUAL OCCUPATION (Give kind of work _ ‘| 0b. KIND OF BUSINESS OR INDUSTRY fa BIRTHPLACE (County & State, or = country) | 12, CITIZEN OF WHAT COUNTRY? 


dons Er of wor ne if ae, a Edge eword he POR tte: 


thin 72 hours after dea! 


13. FATHER’S ane "| 14, MOTHER'S MAIDEN NAME 


Ames FR Brobaker |\Afice Baum 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY isa . sabetele Address 


vee S LWwia ee f- 0 1 5-/34 6 Mrs. Ele abe th no Grebe ker. Tis Jerslern 


Ws. CAUSE OF DEATH [Enter only ona cause par line for (a), (b), and (e).} “INTERVAL BETWEEN 


. ONS Re 
LTC COROWARP THROM BOS/S ie 


yf mT D 
Conditions, if any, which (b) _ARIERIOSLEROTIC, (me V. Di SENSE” 
See es 
causa last. ~ aay. fish 


PART ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(s)| 19. WAS AUTOPSY 
SOPTRELING To"PESTE PERI ? 


20a. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter natura of injury in Part | or Part Il of itam 18.) 
OR CONTRIBUTING [} CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20. PLACE OF INJURY (Homa, ferm,  20f. (City or town) (County) ° (State) 
Hour a.m. While Not While factory, straat, office bldg., ate.) | 
19 at work at work [_] | 


MEDICAL CERTIFICATION 


p.m. 
. I certify that (I) (this hospital) attended the deceased from I, that (1) (we) last 


saw the deceased alive on.. MOV. 19.2, .. and that death occured afl , from the causes and on the date stated above, 
22a. SIGNATURE Fi _ 22b. DATE 


nil &. rade ___ne | oon A Mg Joy 
NAME (ype) MART/V Ee GTRIBDEL, ‘| PIS TERSTO Ww LK. P.: 


230. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. a OF CEMETERY, OR CREMATORY 23d, LOCATION “City, town or county) (Stata) 


Beier” War (7-61 | AU- Saints (er slersfowe 


24 Live DIRECTOR'S SIGNATURE ADDRESS 25a. NOV 4 ase 2Sb, REGISTRAR'S SIGNATURE 
Wersler 


SE. Fines Sons slewn Md _ ethan fh Foca 


DIRECTOR: After this certificate has been signed by the attending physician and completely 
director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon papers. Pages land 2 should 
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aL 


>» TO FUNERA) 


22c. 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


a 
= 


ter deoth. Page 4 


| 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 ho 


IR 
moy be retamied by the hospitol or attending physician. 


ae 


zs 


TO HOSPI 


dl 


ver 
Lene e | 
Pages 1 and 2 shauld 


TO FUNERAL DIRECTOR: After this certificote has been signed by the attending physician and campletely filled in 


2 


he funerol directar, 


with 


Then pleose remave carbon papers. 


the State Board af Health priar to burial, cremation, ar removal, and in ony event, within 72 haurs after death 


page 3 shauld be detached far use as the burial-transit permit. 


A 


I 


\ 


_ MARYLAND STATE DEPARTMENT OF HEALTH 


t y 5 ld DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND. 
42458 


CERTIFICATE OF DEATH 12445 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
iv" Carroll MARYLAND BAG b. COUNTY 
b. CITY OR TOWN (If autside corporate limits, write |. LENGTH OF STAY IN 1b ¢ CITY OR rout {IF outside corporate limits, write RURAL and give nearest town) 
RURAL and give nearest town) / 
Near Winfield 57 Yrs. || Near Winfield 
d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS @. IS RESIDENCE 
OR INSTITUTION | ON A FARM? 
P.O kesville P,. 0, Sykesville vege} NOT) 
3. NAME OF First Middle Lost 4. DATE Manth Day Yeor 
DECEASED. OF 
(Type ar print) 19 
S. SEX 6. COLOR OR RACE |7. MARRIED Bi] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost birthday) Min. 
Female White |woowot __ovorceoO | Jan. 28, 1882 ye 


100. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during mast of working life, even if retir 


Housewife Domestic Maryland U.S. Ae 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
James Koller Elizabeth Bressler 
pile seat Lie no peel SOCIAL SECURITY NO. | 17. INFORMANT Address 
Noma eb ee oe a fe eS Same_as above 


1B. CAUSE OF DEATH [Enter anly ane cause per line for (0), (b), ond, (c).] 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a) 


INTERVAL BETWEEN 
ONSET AND DEATH 


32) x DUE TO (F 60 
Conditions, if any, which by LO. 
gove rise ta immediate i 
couse (a), stating the under- ( OUETO VEO 
lying couse last. te) 
m Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (o)|19. WAS AUTOPSY 
- 
S yes(] not] 
= | 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 1B.) 
&% | OR CONTRIBUTING CL] CAUSE OF DEATH 
G | (UF EITHER, NOTIFY MEDICAL EXAMINER) 
& [20c. TIME OF INJURY Month, Doy, Yeor ]20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, farm, | 20f. (City or tawn) (County) (Stote) 
a Hour o. m. While Not while factory, street, affice bidg., etc.) | 
2 Pom. 19 at wark [] ot work ] ' 
21. | certify that (I) (this haspital) attended the deceased fram... (Z¥O_. 19___,.to__427%_______, . wL., that (I) (we) last 


and thot deoth accurred ofl AM, fram the causes and an the dote stated abave. 
22b, DATE 
SIGNED 


saw the deceased alive an__ 
Zo, SIGNATURE f 


= ATTENDING STAFF 
PHYS. PHYS. 


P ED 
Re. EAS ua Zd. ADDRESS ——— Devt 
Howard EK. Hall, M,. D. Sykesville, M 


230. rane teneeen 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tawn, ar county) (State) 
EMOVAL (Specify) 
B : 29106 Jestminster Cemetery| Westminster, Maryland 
24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS. 25a. REC'D BY REGISTRAR ‘2Sb. REGISTRAR'S SIGNATURE 
C. M. WAltz, Winfield, Maryland var HOV 2 2 '61 Cther £ Fiesua 


| 


MARYLAND STATE DEPARTMENT OF HEALTH 
490) CERTIFICATE OF DEATH 


ed RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


12446 


CORMAN j= 


15, WAS DECEASED EVER IN U.S, ARMED FORCES? ] 16. SOCIAL SECURITY NO 


(Yes, no, or unkown) | {If yes give waror dates ofservice) 
no ee 21736-5043 


") 18. CAUSE OF DEATH {Enter only ¢ ‘one cause per line for fe), (b), end (e).) 
PART I, DEATH WAS CAUSED BY: 


3 ; imeniate cause (a) Metastatic carcinoma of both -lungs-&— 
/ > “ss DUE TO mediastinum. 
Conditions, if any, which (b) 


geve rise to immediate cause 
(e}, stating the underlying DUE TO 
cause last. (e) 


. I certify that & (this hospital) attended the deceased from 


saw the deceased alive on 6 


5 83 
S 2 1. PLACE OF DEATH —1% 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before ed 
’ ee a, STATE b. COUNTY 
poo Carroll MARYLAND || _ Maryland —? Montgomery 
Se b. CITY OR TOWN [if outside corporate limits, cc. LENGTH OF STAY IN 1b ‘ec, CITY OR TOWN (If outsida corporata limits, write RURAL and give noerest town) 
x 288 write RURAL and give nearest town) 
eee } - _Sykesviite 2y~. 2m. 7de Gaifshersburg 7. ‘ ; 
jm Ba® PS . NAME OF HOSPITAL OR INSTITUTION [if not in hospital, give sree! eddress) d. STREET ADDRESS a. 15 RESIDENCE 
Oe: - | <é \ oN) ON A FARM? 
ae _Springfield State Hospital : a } = ves [] no[] 
3 Yn 3. NAME OF “First Middle last | 4. DATE Month Day “Yegroae © ms 
3gR DECEASED OF 
eRe {ype or pin) = Ea Garrett ‘Byrne meee ual 15 1962 
G 5. SEX 6. COLOR OR RACE|7, maRRIED [] NEVER MARRIED [_] | & DATE OF BIRTH 9. AGE (In years ||F UNDER} YEAR| IF UNDER 24 HRS, 
Q i ae birthday) (Months) Deys | Hours | Min. 
IB female white WIDOWED pivorcen [] of. 19/' oh yn. 
6 10a, USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | Il. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
2 dona during most of working life, even if retired) 
= Practical nurse | Maryland | USA 
= 13, FATHER’S NAME 14, MOTHER'S MAIDEN NAME al 3 aaa 
= 
3 John Wesley Garrett Thrift 


Address 


pringfield Hospital records, Sykesville, Md. 


“RTEVAC BETWEEN | 
ONSET AND DEATH 


—___|__Moenths..— 


z "ART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH BUT NOT a D TO THE TER oy EAS Ont DITION GIVEN IN PART Ile)| 19. W. TOPSY 
ee CBS assoc. wi circula nce psycnotic reaction. PERFORMED? 

< * YES NO 
§|(Status "after mastectomy for adenecarcinoma,) = ‘Sees < : ie caale 
= 20a. ACCIDENT WAS UNDERLYING (] 20b, DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Pert | or Part Il of item 18.) 

| OR CONTRIBUTING (] CAUSE OF DEATH 

G | UF EITHER, NOTIFY MEDICAL EXAMINER) 

& | 20c. TIME OF INJURY Month, Dey, Yeer ] 20d, INJURY OCCURRED | 200. PLAGE OF INJURY (Home, farm, | 20F. (Cily or town) {County} (State) 
3 i oe While __ Not While factory, street, office bidg., ete.) | 

2 ss 19 et work [] of work [_] i 


1901, that CB (we) last 


causes and on the date stated above. 


OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed 


director, page 3 should be detached for use as the burial-transit permit. Then please remove carbo 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


death. Page 4 may be retained by the hospital or attending pl . 
TO FUNERAL DIRECTOR: After this certificate has been signed by the atten 


Re RT gar ‘ - ¥ 4) ; ertene STAFF eo Seno 
I PHA. h ‘ Wie el director [J Pus. 11/16/81 
> d mis “na. AooRSS Springfield State Hospital 
ba ae eed «i sin Sykes Le, Marylan@ 0k. 
g 23a. BURIAL, CREMATION, | 23b. “DA Hi ‘23, ME OF CEMETERY OR CREMATORY 23d. LOCATION (City, ae or county) > (State) 
° Buriar’” | 1-21-61 Ferest Oak Jaithersburg. Ma 
rH — 2 
VR ATS (4 24 FUNERAL DIRECTOR’ S SIGNATURE ADDRESS 25a. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
15M 7/6t Ernest OC. Gartner.Gaithersbur; - Md. PATNOV 2.4 '61 Pe aA 
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The law requires that the death certificate be execut 
je has been signed by the attending physician and completely 


‘AL OR ATTENDING PHYSICIAN: 


e 
A) 
r, page 3 should be detached for use as the burial-transit permit. Then please remove carbo 
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TO HO 


VR AIS (4) 
15M 7/61 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


12460 CERTIFICATE OF DEATH 12447 


a. COUNTY a. STATE b. COUNTY 


Carroll MARYLAND Maryland Balto.City 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where daceasad livad, If institution; Residence before ai 


= 


N24, ibs IR , 795 > Mat ad Io 


b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN [If outside corporata s limits, writa RURAL and giva nearest town} 
writa RURAL and give nesrest town) / 
Sykesville 6 days Baltimore 1 ; =e 
d, NAME OF HOSPITAL OR INSTITUTION {if not in hospital, giva straet address) d. STREET ADDRESS a. IS SCENE 
ON A 
Springfield State Hospital _ __ || _— 60k N, Eutaw Street vis [] No Ee 
3. NAME OF First Pie. . in 4. DATE Month ‘Day “Yaar 
DECEASED OF 
Tapas rep George William Cole pears November 2h, 19 61 
3 Sa 6. COLOR OR RACE|7, MARRIED [_] NEVER MARRIED [] | DATE OF BIRTH 9. AGE (In years [IF UNDER T YEAR| IF UNDER 24 HRS, 
A 8 a) a day) |Months| Days | Hours Min. 
Male White | winowe[% _ oivorceo (] ugust 1, 1877 | 
10a. USUAL OCCUPATION (Giva kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF \T COUNTRY? 
done during most of working life, evan if ratired) | 
Accountant & Auditor - Maryland i aie leo 
13, FATHER’S NAME 14, MOTHER'S MAIDEN NAME ? 
George Cole Esther Swan : 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Addrass 
{Yas, no, or unkown) | (Ifyes give warordates of service) 
ie io: - ae Springfield Hospital Records : 
‘18. CAUSE OF DEATH [Entar only one cause par line for (a), (b), and (e).] . _.. = INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: BSE AND EAT 
IMMEDIATE CAUSE a) Multiple ung Abscesses, type undetermined, | Weeks 
L=ee= | K DUE TO 
oe 4 & 
Condition aivany ane iich ») Bronchopneumonia, possibly aspiration, Days 
gava rise to immadiate cause 
{a), stating tha underlying ( CUETO 
cause last, re) : = eS, 
3 PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CO NDITION GIVEN IN PART 1 9, ee AUTOPSY” 
— a a ERFORMEDi 
F 5 Diabetes Mellitus. ves [X} no [J 
= 20a. ACCIDENT WAS UNDERLYING [J 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Part | or Part Il of item 16.) = 
& | OR CONTRIBUTING (] CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
< 20c. TIME OF INJURY Month, Day, Yaar 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 204. (City or town) (County) (Stata) 
a Hour a.m. Whila __Not Whila factory, streal, office bldg. atc.) | 
: aah - at work [] at work 


. | certify that (I) (this hospital) attended the deceased from.4+ , that {1) (we) last 
saw the deceased alive on. ay (IVA a ones 19. 61, and that eal cated alle LePM., the causes and on the date stated above, 


? : 22b, DATE 
hy 2m EY Chu Rice de aa 11/25 788 


22d. ADDRESS 


ype) Agustin “delCampo, is Springfield Hospital, Sykesville, ew 


730, a ee a 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d. LO: (ON (iy. seen or county) 
VAL (Spacify! 
URAL NtvO4G-196 Loudon ak MC Aa ve, mere 


25b, REGISTRAR’S SIGNATURE 


Oath f Kise — = 


25a. REC'D BY REGISTRAR 


pattNOV 2 8 '61 


MARYLAND STATE DEPARTMENT OF HEALTH 


1 2a 6 1 DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH *, 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
a. COUNTY 0. STATE b. COUNTY F 


rroll praaidaaet Maryland Mont gomery _ 


b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write iG ‘ond give nearest tawn) 


RURAL ond give nearest town) — Park = / ve: —) 


d. NAME OF HOSPITAL (If not in hospitol, give street oddress} ‘d. STREET ADDRESS P 1S RESIDENCE 


OR tNSTITUTION ON A FARM? 

111 Lee Avenue vesQ] NOLK 
a iE OF Middl 4, DATE af 
DECEASED iddle Lost Month feor 


Day 
(Type oF rin) Lloyd CREGER DEATH 1 4» 1961 


5. SEX 6. COLOR OR RACE |7. MARRIED [J] NEVER MARRIED [-] |8- DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR] IF UNDER 24 HRS. 
last birthday} [Months] Days | Hours] Min. 
nale white wipowep [] Divorced [J 1-30-1893 68 5. 


10a. USUAL OCCUPATION (Give kind of wark rT KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most af warking life, even if retired) 
Auto Salesman - retired Virginia U.S.A. 


13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


John Creger Norma Uckley 


Js. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 


ieee et ta ai Pee Go Springfield Hospital Records 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c}.] INTERVAL BETWEEN. 


ONSET AND DEATH 
PART |, DEATH WAS CAUSED BY: d ie 
IMMEDIATE CAUSE (0! ays 


Lh. % A DUE TO 


Canditions, if ony, which (b) 
gove rise to immediote 
couse (a}, stoting the under. ( DUE TO 
lying cause lost. () 
Part tt. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a}/19. Saas Rae 
CBS assoc. with cerebral arteriosclerosis with psychotic req ction. ves(] NoX] 
20a. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Part I! of item 1B.) 


OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


Page 4 


he funeral director, 


after deoth. 
& fi 


letely filled in ™ 


Then please remove carbon papers. 
, ar removal, and in any event, within 72 hours after death. 


& 
a 


Poges 1 and 2 should be filed with 


burial-tronsit perm 


the State Board af Health priar ta burial, cremation 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote} 
While Not while foctory, street, affice bldg., etc.) | 


19 Jot work [J at work [] 


MEDICAL CERTIFICATION 


22b. DATE 


= 
° 
2 
x 
aS 
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= 
Fa 
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= 
> 
3 
8 
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o 
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3 
rs 
= 
o 
= 
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‘= 
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by the haspitol or attending physician. 


ECTOR: After this certificate has been signed by the ottending physicion and camp! 


ATTENDING MED. STAFF 
PHYS. pirector LF] PHys. X) 


mer AaEaeiaR 22d. ADDRESS 
ype) 
Naci N, Buyukunsal, M.D. e: 
2a. BURIAL, CREMATION, | 23b, DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY LOCATION (City, town, o county) (Stote) 
[OVAL (Specify) Hi i 
WEY! Mf? f6/ oAWwoce YA. 


INERAL DIRECTOR'S SIGNA’ ADDRESS: 2S0. REC'D BY REGISTRAR 256. REGISTRAR'S SIGNATURE__ 


TYRE 
athe. Stet Mua Peo Ga, Bue, ol, Sei | one MOVE "61 ane ae 


moy be re, 
TO FUNERAL 


poge 3 should be detached far use a: 


TO HOSPIT. 


EA 
La 
a 
Sr 


| 


2 should 


thin 24 hours after 


hysician. 
igned by the attending physician and completel: 


-transit permit. Then please remove 
|, cremation, or removal, and in any ev: 


OR ATTENDING PHYSICIAN: The law requires that the death certificate be execut 


4 may be retained by the hospital or attending p! 
.L DIRECTOR: After this certificate has been si 
director, page 3 should be detached for use as the burial. 


be filed with the State Dept. of Health prior to burial 


c * 


death?’ 
TO FUNa 


TO Hi 


YR AIS (4) 
15M 7/61 


filled in by the funeral ai 
= 
hen d 


MARYLAND STATE DEPARTMENT OF HEALTH 
orvon aagee RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
bet CERTIFICATE OF DEATH 

1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceesed lived, If institution” ARAS  csa 


Eke oleae STATE b. COUNTY 
Carroll MARYLAND Mary ‘land 


b. CITY OR TOWN {if outside corporate limits, c. LENGTH OF STAY IN 1b «. anv ‘OR TOWN [if outsida corporate limits, wrile RURAL end give nearest town) 
write RURAL and give nearest own) 
(Rural) Sykesville hy. lm. 15d. || Baltimore __ Zvoi-¥ 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, giva straat address) dd. STREET ADDRESS o- IS RESIDENCE 
ONA Fi 
Springfield State Hospital _ 706 N. Lakewood Ave. ves] NOK] 
"3. NAME OF ~ First ~ Middle -, alae a ‘DATE Month Day Yeer 
DECEASED 
(ype or print Richard Leon Culllender SEATH alae 27 ag 61 
5. SEX ~___]6. COLOR OR RACE 7, maprieD EX] NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
QO § last birthday) [Months] Deys | Hours | Min. 
nale white winowen[] —oivorceo[-] | 8-10-01 6 yr. i; | 
Wa, USUAL OCCUPATION (Give kind of work — { 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stele, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
dona during most of working life, even if retirad) | 
Mechanic _ * -- Maryland | USA 
13, FATHER'S NAME = 14, MOTHER'S MAIDENNAME 
William Cullender Margaret Mudd 
1S. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT gta” wAddi 
(Yas, no, or unkown) | (Ifyas givawarordatesotservica) 
yes WW-I 212-05-2822 | Hospital Records 
|] 18. CAUSE OF DEATH [Enter only ona cause per line for (a), (b], end (c).) SS INTERVAL BETWEEN 
INSET AND DEATI 
PART t. DEATH WAS CAUSED BY: 
| \ IMMEDIATE cause fe) Bronchial pneumonia —— Days = 
A DUE TO 
Conditions, if eny, which w Multiple infarctions in the brain | Days Ly 


geve rise to immediate cause 


(a), steting the underlying ( CUETO arterioscle rosise 
fue «_Arteriosclerotic heart disease due to sgriapl Secintesias - 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. WAS AUTOPSY 
peck she Sil OBS 2 Met ts PERFORMED? 


nvolutional psychotic reaction ves KJ No [] 


20a. ACCIDENT WAS UNDERLYING [J 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Part | or Part Il of item 18.) 
OR CONTRIBUTING [} CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) | = 


20d, INJURY OCCURRED 
While __Not While 
at work ot work 


202. PLACE OF INJURY (Home, ferm, | 208, (City or town) ~ (County) (Stete) 
factory, street, office bldg., ete.) | 


20c¢, TIME OF INJURY Month, Dey, Year 


MEDICAL CERTIFICATION 


19 
21. I certify that (I) (this hospital) atlended the deceased from... wt E 12: 11227 19..Q] that (1) (we) last 


saw the deceased alive on. wwLLe27=...19.. 41, and that Haat occured 314430, ‘Balt he causes and on the date stated above, 


—f +r ; ~-22b. DATE 
VTA Fe 1. 381 
2 ma = ag 22d. ADDRESS % 
Agustin del Campo, M.. 


23c, NAMB OF OE Iai ‘CREMATORY 


2/ | 
BEING felon 2-9.'6} 


23d. LOCA? as (Sis ) 


2Sb. REGISTRAR’S SIGNATURE 


ths —f Rieti — oz 


MARYLAND STATE DEPARTMENT OF HEALTH 


— 


1 ») s 5 ‘ DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND - ( 
‘t CERTIFICATE OF DEATH 12450 
= se 
S 3 % 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
eons Seo a tC 11) marviano || ° SATE Maryland b.county Ailegany vA 
foe>y b. CITY OR TOWN [If outside carporate limits, write | c. LENGTH OF STAY IN 1b ©. CITY OR TOWN [If autside corporote limits, write RURAL and give nearest town) 
g s SS RURAL ond give neorest tawn) ; 
Tes Sykesville 1 month Cumberland i? <5 
é 28 . | d. NAME OF HOSPITAL (If not in hospitol, give street address) d. STREET ADDRESS e. 's RESIDENCE 
[e) a be OR INSTITUTION IN_A FARM? 
y S Svrincfield State Hosvital 154 BEDFORD STREET eo Nox] 
2 £6 3. NAME OF First Middle Lost 4. DATE Manth Day Year 
a 232 Type or rin ELIZABETH DUCKWORTH | Beam 11 231961 
Boe oaaaie NONTH > 1961. 
£ £58 ; 
= 283 S. SEX 6. COLOR OR RACE | 7. MARRIED] NEVER MARRIED [x] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER I YEAR] IF UNDER 24 H 
ys I Female White Oo is) ke clantoy) [Months] Days | Hours]  M 
aac wipowep [] pivorcep [] 09-19- 81 oO yrs. 
2 = a 10a, USUAL OCCUPATION (Give kind of work dane| ib. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar fareign country) 12. CITIZEN OF WHAT COUNTRY? 
g 88 during most af working life, even if retired) N 
bo De House wor. AT HOME Maryland U.S.A. 
= 2 3 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
© os é ia 
5 Sw CHARLES DUCKWORTH ELLEN DUCKWORTH 
te R2 
=” er 
= $ 1S. WAS DECEASED EVER IN U. 5. ARMED FORCES? |16. SOCIAL SECURITY NO. |17, INFORMANT ‘Address 
5 a 5 (Yes, 90, or unknown} {if yes, give war or dates of service) 4 has 
o 25 No | unknown Records of Springfield State Hospital 
Cees 
3 2 g 18, CAUSE OF DEATH [Enter only one cause per line for (0), (b), and (c)-] UNTERVAL BETWEEN 
 v £0 PART |. DEATH WAS CAUSED BY: ; 
2 4 & 4y IMMEDIATE CAUSE (a) Artertiosclerotic heart disease ears 
. =e ~ > j DUE TO 
vs ~ : 
ar) Conditions, if any. which Gor rteriosclerosis Years 
a ‘ 2 ‘ (b) onary & 
> 
£8 suse (ah aalidg trmuaaars (he ENETO 
Sen lying cause lost. () 
ese Auingiecuse Les! 
3 g Paar I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART B(a) | 19. naa 
B38 ” oy Si, ‘ / j ; 
oes CBS associated with cerebral arteriosclerosis with psychotic yes &] NOT] 
<£ = 
yee 
coy 


OR CONTRIBUTING 2) CAUSE OF DEATH 


200. ACCIDENT WAS_UNDERLYING 11 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Il af item 1B.) PCAC tion 
6 (JF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Dey, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F, (City or town) (County) (Stote) 
Hour 0. m. While not eile foctory, street, office bldg., etc.) | 
at work [J at work H 


MEDICAL CERTIFICATION, 


by the haspital or attending physician. 


ATTENDING PHYSICIAN 


= 

Fy 

é 21. | certify that (4) (this haspital) attended & deceased fram1. = 3: 19.6), to_11=23: Sleds 61, thaty(4} (we) last 
= saw the deceased alive an__. 961, and that death accurred at5.2:3M, fram the causes and an the date stated abave. 
° Al. ce iS SJONED 
i 

g MD 0B a Neon HAE U4 24/6) 

= 2d. ADDRESS 


ha 


page 3 shauld be detached far use os the burial-transit permit. 


the State Boord af Health prior ta burial, crematian, ar remaval, and in any event, within 72 haurs 


(AME (Type) Springfield State Hospital 
Bd | ‘Si Gertrude Ms Gress, Mids. | 2 Svicsville, Md. - 
oe 3 230. BURIAL, CREMATION, | 23b. DATE THEREOF 73c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tawn, or caunty) (State) 
er) (OVAL (Specify) , 
PES ura. 11/27/61 Rosehill Cemetery aryland 
e 24. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a. REC'D BY REGISTRAR 25b. REGISTRAR'S SIGNATURE 
ee Ruth E. Silcox Cumberland Maryland DATENQY 2 7 '61 . ee 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


12464 CERTIFICATE OF DEATH ee 


—_ 


21. | certify that (I) (this haspital) attended the deceased fram...3=10—61 to 11-11-61 19__-., that (I) (we) last 


saw the deceased alive an_ 11-11-61 19___. :_and that death accurred ota Deine causes and on the date stated abave. 
2a. SIGI 


22b. DATE 


* < = 
> % : if, eee DEATH 2. uae AS {Where deceased lived. If institution: Residence before odmission) 
hess a. a. STA b. COUNTY of 
5 2 C. ah MARYLAND Maryland aS 
coe soe’ b. CITY OR TOWN {If outside corporote limits, write | c, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest tawn) 
8 32 RURAL ond give nearest town) 8 
ae Sykesville months Baltimore #13 
~ 25 
ieoe ORE, d. NAME OF HOSPITAL (If not in hospitol, give street address) d. STREET ADDRESS 5 e. IS RESIDENCE 
i ® OR INSTITUTION 2 Vo } ON A FARM? 
. d State Hospital 3436 Erdman Ave. — ves] NOXX 
z 
2 2 5 3. NAME OF First Middle Lost 4. Date Month Doy Year 
ee ee ; 
2% {Type oF print Annie Bergetha EARHART DEATH 1s. 9 Ne 
= »o8 5. SEX 6. COLOR OR RACE | 7. MARRIED [] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
58 55 7 lost birthdoy) [Months| Doys | Hours | Min. 
2 ig? femake white wipowen [Xt ovorceoC] | 1=3—76 85". 
= & & Y 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
3 z 
et 3 during most af working life, even if retired) 
Weersey Housewife at_home Maryland Baltimore U.S.A 
3 Se iS 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
2 582 , 
g £ek Peter Smith Margaret Hoffman : 
= 2 2 te 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
> ages (Yes, no, or unknown) (IF yes, give war or dates of service) 
& pfs no | Springfield State Hospital Records 
= >aR> 7 
Sheic fee 18. CAUSE OF DEATH [Enter only one cause per line for {0}, (b), and {c).] INTERVAL BETWEEN 
ee INSET AND DEA 
ee FS PART |. DEATH WAS CAUSED BY: popes fatlure. see SE? a 
eee IMMEDIATE CAUSE {o) ruerioscle: £! 
= =F5 j. nY@) (\ vveTo 
P< Miglt ° 

* 228 Conditions, if ony, whid bo) 
8 BES gave rise to immediate 
= 252 5 OUE To 
5 8afg§ cause (0), stating the under. 
ae es ze ba lying couse last. ( 
5c aving covsiay 
3 23 6 ie 3 Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN tN PART I(a){19. BE et ea 
E226 e : ; B P "i F 
£asss & CBS with senile brain disease with psychotic reaction. yes) no 
~ DOORS = [200 ACCIDENT WAS UNDERLYING E] _]20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port I! of item 18) 

Egos 5 A 
3 & S20 © |{IF EITHER, NOTIFY MEDICAL EXAMINER) 
23 & [20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) {County} {Stote) 
=5 Fay Hour a.m. While Not while foctory, street. office bldg., etc.) | 
zs = p.m. 19 Jat wark [7] at work H 
23 
a2 
Zo 
a 2 
B= 
<i 


/ fi SIGNED 
1 ed Larecflo —0| AXE" Meroe SNE ot ne tie 


22d. ADDRESS 


23d, LOCATION (City, town, or county) (Store) 


23c. NAME OF CEMETERY OR CREMATORY 


REMOVAL Specify) 

bur ia } 
24. FUNERAL DIRECTOR'S SIGNATURE, . ADDRESS. 
ay Sf. Schimunek Funeral Home 
Rrehms “Lane 


the State Board of Health prior ta burio! 


aoe 
ETE [ee ee 


DATE 


STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


FOR STATE 12465 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 


HEALTH DEPT. . Pigee DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before ‘acmiifon), 
a 


CARR jeg ® MARYLAND | a. LN LVL AND ; COUNTY CORE 2G 


|b. CITY OR TOWN [if outside corporata limits, ¢. LENGTH OF STAYIN 1b || c, CITY OR TOWN [If outside corporate limils, write RURAL and give nearest town) 
Ey" RURAL and give nearest own) 


kik. MINUTES XWEW WINDSOR PUR 


AE NAME EVY YWNOS OF. of INSTITUTION: cA not in Pm give streal addrass) d. STREET ADDRESS ‘. IS RESIDENCE 
J ON A FARMZ 


lealth, 


play is necessary, 


“s 


3. NAME OF > = = ide — == Om % ~~ Month ~ Day ‘Year 
DECEASED 


(Type or print) E NCH ROE ECKER Beare NOV 15 19¢ / 


5. SX ~ [6 COLOR OR RACE|7. maRnieD [7] NEVER MARRIED 8. ry OF BIRTH 9. AGE (In years |JF UNDER 1 YEAR] IF UNDER 24 HRS, 
last birthday) | Monihs| Ds Hota [eins 
™ WwW wipowed [] —_vIvoRcED | 


}/- 17,2 %, ped Ml 
“10a. USUAL OCCUPATION (Give kind of work | 10b, KIND OF BUSINESS OR INDUSTRY | LIAY 


BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
dona during most of working life, even if retired) 


LABORER 1A FAK MBRYLP ND NAME) ; Ld HF 


13. ein ae 14. MOTHER’. 


CERRO ar Oe ELCKER ELIZABETH AUER 


Is. WAS AR EVER IN U.S. ARMED FORCES? | 16. SOCIAL spt NO.| 17, INFORMANT - 
(Yes, no, or unkown) at ee y 54 Ia E on Want Mp 
| 18. CAUSE OF DEATH {Vio only one AI =f Tor (2), Gi LOF. Ays 4 = hey | INTERVAL BETWEEN 
ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY. Carest-% 
e IMMEDIATE CAUSE ERA eee kate” (Z pe ‘| Wes 
61a DUE TO 
Conditions, if any, which bjs 


gave tise to immediate cause 
jating the undarlying 


Cs 


ltem 18. Give Pages 1, 2, and 3 to the ®meral director. Page 


4 should be forwarded to the Chief Medical Examiner's Office along with form PM3. Page 5 


retained for your files. 
death. 


with the State Bo: 


or its designated agent, prior to burial, cremation, or removel, and in any event within 72 frouyemsdt 


in 


a 


DUE TO 


(c) = 
PART ‘Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT ‘RELATED 1 TO THE TERMINAL DISEASE CONDITION GIVEN 1N PART 1 (a) 19. WAS AUTOPSY 
a PERFORMED? 


ves [] No xj 


20a. EXTERNAL CAUSE WAS —_—_—|_20b. DESCRIBE HOW INJURY OCCURED. (Entar nature of injury in Part | or Part Il of flem 1B.) 

PRIMARY [1] or CONTRIBUTING [J 

CAUSE OF DEATH. I Sttruek! byl antomopale 4 e tad 

20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 202, PLACE OF INJURY (Homa, farm, | 208, (City or town) (County (Siala) 
Hour X@GaC While __ No! While factory, streat, offica bidg., atc.) | 


8:4 wm 11-18-1961 [twee] stwok FT) HG ! w Wind Cc ol} Mas 


21. I certify that | took charge of the remains described above, held an Autopsy Oo Inspection Inquiry 4 and in my opinion 


death resulted from Natural causes Acciden ee Suicide [7], im} Homicide C1 Undetermined manner oO 
CHIEF MEDICAL EXAMINER [_] 
ee ES _ ASSISTANT MEDICAL EXAMINER [_] DATE SIGN} 


f Address (Streat, city, town, or county) hy | 
22c. NAME OF CEMETERY OR CREMATORY 22d, LOCATION (City, town, or country) ~ (Stata) 


eee 1961 LLG BWARE. CEM «| UNON VILLE Z10 


24a, REC'D BY al 24b, REGISTRAR'S SIGNATURE 
tees, usr “Wnt d 2d! A 


MEDICAL CERTIFICATION 
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te the certificate, writing the word “pending” in pencil 


a 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


ok 


2466 CERTIFICATE OF DEATH 
3 82 = 40 rt 2 
= 33 ; PLACE OF DEATH 2, USUAL RESIDENCE (Where deceesed lived, If Institullons Residents before admission) 
25 = a. b. COUNTY 
a 5 
a 2Xe Carroll MARYLAND | Hafyland Carroll 
2 ae 3 b. ae? ea Uke outside CaO Cat, cc. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporete limits, write RURAL and give nearest town) 
write ane earast town! 
a ace Sykesvii te 28 Yrs. || X Avondale, Maryland 
Eny 3 5 d. NAME OF HOSPITAL OR INSTITUTION (if nol in hospital, give street addrass) ] d. STREET ADDRESS a a, IS re PENT 
oe ORLA FARM 
€: 3 Springfield State Hospital 2 NONE eo BS xo L] 
3 3 § Z “NAME © oF Fi Middle lad 4 4 DATE Month ‘Day eer 
g 8 ype orprin) William Frank Ermer bears November 22 49 61 
« — —~ 
. x 5. SEX 6. COLOR OR RACE)7. wannieD fh] NEVER MARRIED [_] | 6 DATE OF BIRTH >. Asana iF AS NEAD IF UNDER 24 HRS. 
Monih: Hi Min. 
le 2 Male | White wipoweD [] —_—oivorcen [] 2m23=87 th. saat a "| gah, te " 
3 s Te. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, orforeign country) | 12, CITIZEN OF WHAT COUNTRY? 
3 3 done during ee of w life, even if retired) 
= > abor Maryland U.S.A. 
3 2 13. FATHER'S NAME a "| 14, MOTHER'S MAIDEN NAME > 
3 2 Anthony Ermer Annie -tiemer” & XNER 
Gi = ik WAS PEAS ie IN U.S. pai fone 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
2 Fr as, no, o unkown} | (IFyasgivewarordetesofservice) 
% FA ° NONE Springfield State Hospital 
= & 18, CAUSE OF DEATH [Enier only one couse per line for (a), (b), and (c).) SSS ‘ I. ERVAL BETWEEN 
a ET AND DEA’ 
ry PART I. DEATH WAS CAUSED BY. 
$3 5S IMMEDIATE CAUSE (e)___ Myocardial Infarction as — |i Day 
¢ ; 
ace 2 Y20:] DUE TO 
or Fs Conditions, if eny, which 
£ , 0s 2-® ——— _—_ a gl! PES 
= zg 5 geve rise to immediete ceuse 
£8 aa (a), stating tha underlying DUETS) 
ws & cause lest. = (ce) : » 
as yr) z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e]] 19. WAS AUTOPSY 
Gy ° co) = A ae aa 
oes &2 KE Schizophrenia, other and unspecified ves [] No CF 
= 2 7 - 4 
ty 2 = | 200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Part I or Pari Il of item 18.) 
iat iS a & | on CONTRIBUTING [] CAUSE OF DEATH 
meses G | Ue eTHER, NOTIFY MEDICAL EXAMINER) 
OF Ey 5 | aoc. TIME OF INJURY Month, Day, Year) 20d. INJURY OCCURRED ) 200. PLACE OF INJURY (Homa, farm, | 209. (City or town) (County) (Stete) 
25 gS s Hevrsna. While __ Not While factory, street, offica bldg., etc.) | 
ce) 2 e} work at work | 
£.3° = 19 ! 
‘Sm =jt= 
Bigs: eal ry that (1) (this fqseiey_: pignded the deceased fro He 19.....2, that (1) (we) last 
BS oS 2 saw the deceased alive on (epee , and that death occured a , from the causes and on the date stated above. 
ere es 2a. SIGWATURE) 326. DATE 
Ofeng 7 | | rtm Ot ace: RLe Ua hey (REO oc ey TRE i eee Pee 
>: Se Qic. PAYSICIAN'S ~~ 192d, ADDRESS y 
= NAME (Type) 
Ea eS athe ZL TD 
nM Bs LU ———S eee ee E 2 ee ee ee 
2 Be 23a. BURIAL, CREMATION, | 23b. DATE THEREOF ie NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) {Stete) 
2 REMOVAL (Spocify) 
{faet MOVs 
98083 BURIAL \NovV 25-196/ WEST M10 ST a We sTPoey 
Fp Als (4) 24 FUNERAL DIRECTOR'S SIGNATURE edo 250. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
15m 9/60 py) Lander vdeno,, Du Lie pansay 2 764 Cahn fh Tale 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 42 1 (es 4 
“ 


3 CERTIFICATE OF DEATH 


wal 
= 


1246% 


~ eZ\ Sane 
& 3 3 iy rea cern 2 USUAL RESIDENCE (Where deceosed lived. ff institution: Residence before admission) 
2° ev = oO. b. COUNTY 
ao MARYLAND 
. 32 Carroll. vt 
= b. CITY OR TOWN (IF outside corporate limits, write 5 he, LENGTHAOF STAY IN 1b . CITY OR TOWN (If outsid te limits, write RURAL ond give nearest town) 
3 5 3 RURAL ond give eres Baye Sykésvi ite ‘Bre ix Parag forporote I : 
ese rural Eldersberg 5 yrs p dersberg kes ville P,0 
2 2 Pa d. Estes leh ih (If not in hospitol, give street oddress) ] d. STREET ADDRESS e Bde ais 
Be ies 
ry S yes (] No Et 
3 ad % 
oO c = 
= o |. NAME OF First Middle Lost 4, DATE Month Doy “eor 
= - DECEASED» OF 
ee ag (Type oF print) Alice A Fowler lbs Nov. 22. ass 
£ a> S S. SEX 6. COLOR OR RACE | 7. MARRIED CKNEvER MARRIED Oo B. DATE OF BIRTH 1892 9. AGE (In yeors [IF UNDER | YEAR| IF UNDER 24 HRS. 
3 3 ey Z ie : ‘Sor Months] Doys | Hours | Min. 
= tae Female | White |wirownO _pivorceoO une » ALOA oi 
2 — & ¢ 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 885 during most of working life, even if retired) 
3 zee Housewife Maryland U.S.A. 
g oak 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME. 
FR 
8 Se8 Alexander a. Tucker __Mary Jane 
= ioe. 15. WAS DECEASED EVER IN U. $. ARMED FORCES? 116. SOCIAL SECURITY NO. | 17. INFORMANT Address 
5 a . 5 (Yes, 90, oF unknown) (IF yes, give war or dates of service) 
righ no | 215-09-3645BGharles Fowler, Oakland Mil) Rd. 
9 e8e 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b}, ond (c).] INTERVAL BETWEEN 
3 2 a, PART |. DEATH WAS CAUSED BY: ft pee iL Paull 
fete Ore y DEAT MEDIATE Cause (o) MyOCardial Infarction 
= teas 20,] 
45 KO; DUE TO 
Saw e 7 
. 23 rc Conditions, if ony, which bo 
° ord gove rise to immediote 
3 8s couse (o}, stoting the under- ¢ DUE TO 
‘a 6°35 = lying couse lost. (¢} 
2b cas dying: coucerlonty 
id 33 5 e , ‘5 Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0)|19. A erates 
BSots 5 
foes A % yes] NO 
one oo vo 4] 
<= = = = 
i oF 2 5 = | 20a. ACCIDENT WAS UNDERLYING CJ | 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
Bes ouao & | OR CONTRIBUTING CI CAUSE OF DEATH 
aeffe & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
tte Beals my 
ata ce a 
g o5 6 3 &S ]20c. TIME OF INJURY Month, Doy, Yeor | 20d, INJURY OCCURRED 2060. peace oF we pons’ ety 1 20F. (City or town) (County) {Stote} 
5% 3 Hour 0. m. f ; cory, street, office bidg., etc. 
zoe te 2 2. tena 9, Nae es H 
os, ee 
Zz255 | {21.1 certify that (I) (this hospital) attended the deceased fram.___-\%Uty  ¢°r_, 190+ to_NUV s Ef 
2323 
an : 35 saw the deceased alive onNov_21 1961, and that death accurred at 5AM, fram the causes and an the date stated above. 
G2 
e-O7 220. SIGNATURE 22b. DATE 
Es = IGNED. 
ae | ere é ficcy. + no|ME x Boos Hilo Nov. 21, 1984 
eS 25 pe aL ‘22d. ADDRESS 
= IAME (Type) 
neg fe Ronald R. Berger, MO 
ees so 
& 3 z at iy ‘23a. BURIAL, CREMATION, | 23b. DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town, or county) (Stote} 
Ae tia Ce os Family Church Harrisonville, Maryland 
ofo et Burial 11-24-61 Holy Family Church Cem. ’ 
as - ree best Road 25a. REC'D BY REGISTRAR 25b, REGISTRAR'S SIGNATURE 
VRAIS (4 Ray StOWN, e 22°61 c ; 
5M 9/9" pate NOV bs 


oll 


fter death. Page 4 


rs 


After this certificate has been signed by the ottending physician and completely filled in bY she funeral director, 
Pages 1 and 2 should be filed with 


te be executed within 24 ho: 


ifical 


in 72 haurs after death. 4 
. er 
= “ tg 


Then please remave carbon papers. 
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afc 28 / 
oS 
fines [ 
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en A 
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7 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
< a € 
12465 CERTIFICATE OF DEATH neg on, ESS 


1 Merete \ ae Fe ale (Where deceosed lived. If institution: Residence before odmission) 
o. Gi 9. STA b. COUNTY 
MARYLAND ‘Ls MALE 
b. CITY OR TOWN (if outside corporote limits, write | c. LENGTH OF STAY IN 1b cc. CITY ORT IN (If outside corporote limits, write RURAL ond give nearest town) 
(7 RURAL ond give nearest tpwn) = s 
Wiad 2 f/ “pale x 


AA STREET ADDRESS: e. IS RESIDENCE 
ON 4 FARM? 


YES. oa 


Gi Z \ 
d. NAME ZF HOSPITAL (If natin hospital, give street address f . 
OR IN y TION a Q ZA 


Middle Lost 4. DATE Month Yeor 


NAME OF First ry 
tyeeoreim 2£AURR CHTHERINE FRICK| Sam Aol, /3 wb/ 


5 


19 


SE: 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
lost birthday) [Months] Days | Hours 
ef yrs. 


: (, White wivowen [G-— ovorceo] | LUZ 2 78. ‘Li 
try) 12. CITIZEN OF WHAT COUNTRY? 


Xd. USUAL OCCUPATION (Give kind af work done|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE 
ring most of working life, evén jfretired) 


Store ‘or foreign count 


13, 


Life 
}, FATHER'S NAME Re 14, MO R'S MAIDEN NAME 


FAtdenrtcpe CFE baa. Pry 


15. 
6 


MEDICAL CERTIFICATION 


1 
Yes, n0, oF unknown) (yen, give war oF dates of servic 


— ff; —— 


. WAS DECEASED EVER IN U. S. ARMED FORCES? 14%. SOCIAL SECURITY NO. a = r Address HCE: 
Dc L fu Werte 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b)and (c)-] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: 4 
IMMEDIATE CAUSE (0) ie 
wy, 


ONSET, AND DEATH 
Ye \ DUE TO 


=Z pomue 
Conditions” if any, which is 


gove rise to immediate 
couse (a), stoting the under. ( DUE TO 
lying couse lost. (3 


(td 


Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)]19. WAS AUTOPSY 
yes] NOW 
20a. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Part Il of item 18.) 
‘OR CONTRIBUTING [1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 
20c. TIME OF INJURY Month, Day, Yeor ]20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, form, | 20F. (City or town} (County) (Stote) 
Hour a. m. While Not while factory, street, office bldg., etc.) | 
p.m. 9 lat work [7] at work [J ' 


es 196f that | last saw the deceased 
. from the causes and an the date stated above. 


auctor dd UYigd 


21. | certify that |pttended the deceased fram <Q 
alive on_ LZ. als 


ACTUAL 
SIGNATURI 


PHYSICIAN'S 
NAME (Type) 


22s. BURIAL, CREMATION, | 22b. DATE THEREOF, Ze. MAME OF CEMETERHO MATER 72d. LOCATION (City, town, or county), (Stote) 


hidinl-” Z/, LG, Gf Ad tu fZ Ln Putty s Lisl, Aad [tl 2A tttita JL24 


73. ELJNERAL DIRECTOR'S SIGNATURE ADDRESS: . 24a. REC'D » REGISTRAR fab. REGISTRAR'S SIGNATURE 


pas. NTT) | Cithan Haut 


L alle +} DATE 


MARYLAND STATE DEPARTMENT OF HEALTH 


ij ? 4 § QIVISION OF STATISTICAL RESEARCH AND RECORDS —- BALTIMORE 1, MARYLAND 


3 CERTIFICATE OF DEATH 2456 


ml 


PERFORMED? 


6.B.S. associated with cerebral arteriosclerosis, with psychotic reaction ys no 


Nit es 
& 33 ( - PLACE OF DEATH 2. USUAL RESIDENCE (Where deceoted lived. IF institution: Residence before edmission) 
i ecite Bs MARYLAND e3 b. COUNTY, fo 
. 3g Maryland alto, City La 
= oo b. CITY OR TOWN {If autside corporote limits, write ¢, LENGTH OF STAY IN Ib ¢. CITY OR TOWN {If outside corporate limits, write RURAL and give neares? tawn) 
g 33 RURAL ond give neores! town} 
2 38 Sykesville s. 24 N, Clinton Street 
= 23 d. RET Or HOS Fat (If not in hospital, give street oddress) d. STREET ADDRESS ‘ ec. 1S PeIPENGE 
Ce f/ tr L ONA 
, Ss c Soringfield State Hospital Baltimore 24 2Vc ves C] NOW’ 
3 
ae 5 ) [2 NAME oF First Middle Last 4. DATE Month Doy Yeor 
=. goo 
a 25 < ae Robert James Greenlee Jz, Sram November 20 IZ, 1961 
= >Ps S. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [] |. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
a ar lost birthdoy) [Manths! Days | Hours | Min. 
Te eececes Male White — |wioowen J] pworcto | January 1, 1882 79 oy. 
s E 3 rl 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or fareign country) 12. CITIZEN OF WHAT COUNTRY? 
@ 895 during most of working life, even if retired) 
Ce aa Iron Molder = Ireland U.S.A. 
s ‘ 2 & 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
© 58, 
B ek Gre 8 Sareh Thompson 
ts = 8 1 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
a & (Yes, 00, of unknown) {IF yes, give war or date: of service) 
[Pes No - 213-07-6974 Springfield Hospital Records 
& g = 1B. CAUSE OF DEATH [Enter anly one couse per line for {0}, (b). and {c}.} Nea BETWEEN. 
ee PART |. DEATH MEDIATE CAUSE (o)___ APterioscleroti rdiovaseular disease ‘Years 
ES IMMEDIATE CAUSE (o}, rverioscier C_ Ca: & A 33 
=a ‘. DUE TO 
> > atl = 4 
223 Canditians, if ony, which »___Pulmonary tubereulosis, far advanced. Years 
Bes gove rise $0 immediote T 
saé couse (a), stating the under. ( DUE TO 
3 s 3 lying couse lost. © 
3 5 3 Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/19. WAS AUTOPSY 
3 
2 
° 
3 
ie 
= 
3 
z 
s 
< 
« 
° 
2 
y 
g 
a 


R ATTENDING PHYSICIAN: The low requires that the death certi 


4 
3 z 
2 3 
2 
ag8 S 
Peas = [200. ACCIDENT WAS UNDERLYING (]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port Il of item 1B.) 
ele do & | OR CONTRIBUTING [1 CAUSE OF DEATH 
E32. © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
= pee) = 
BE8s & |20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED | 20e, PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (State) 
5298 3 Hour a. m. While _ Nat while factory, street, affice bldg., etc.) | 
Tapeed = pom. 19 Jot work [1] of work H 
$,58 3 5 5 
g 3a 21. | certify that (1) (this haspital) atfayded the deceased fram._ 1-15- Was mato) _-11=20= 19.6} thor (I) (we) lost 
2 : 
eg 8 £ saw the deceased olive on_____ U1-Th-_ 19.61. ond that death occurred ot 637%, an fhe causes ond on the date stated above. 
=638 a, SIGNATURE ws = 5 226. DATE 
3 ! SIGHED 
Boho se y, ATTENDING MED. STAFF 
Su 3 APZARMEET hel A fed Mo. | PHYS. DIRECTOR PHYS. OD 11-26-61 
> 35 Fe ee — 22d. ADDRESS 
38 ype m 
meses Agustin del Campo, ‘M.D, pringfield Hospital, Sykesville, Md. 
= 2 
Pa B2°8 Zo, BURIAL, CREMATION, | 296. DATE THEREOF ic, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {State} 
>~S § REMQYAL (Speci ) , 
Sea Buntal |Nov 22, 1961 Oak Lawn Cometeny li 
Say 24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25b, REGISTRAR’S SIGNATURE 


2Sa. REC'D BY REGISTRAR 
NOV 2 2 '61 


aes 
aa 


Chihen £ Maas 


DATE 


ohn A. Mlenan 3000 §, Baltimone Sees 


Aistay — { 
iM 9/59 \ 


ter death. Page 4 


Sf 


cote has been signed by the attending physician ond campletely filled in ‘ne funeral directar, 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 ha 


TO HOSPIT. 


s< 


wuto STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
‘+4 CERTIFICATE OF DEATH ney. vis 2.57 


= 


« 
5 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If inslitution: Residence before odmission) 

3 ¢ ARLOL "ae MARYLAND ‘™, WARY LAY D b. COUNTY Cee oc’) 

9 b. CITY OR TOWN (If autside corporote limits, write |. LENGTH OF STAY IN Ib ©. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 

= VL at WE SIAAST: 32 4RS | KX RURAL, AES TAWWSTEL 

3 / d. NAME OF HOSTAL (If not in hospitol, give street oddress) im STREET 7 Bt e IS Ee 
ee Ritts”, WESTAUA TER. |e PS AVET/AUVSTER | eno 
5 I 3. NAME OF First Middle uaa 4. DATE Month Yeor 

3 {Type or print) Pah Ze VAdbad ¥ Ht Stara MUOUEGHEDEEL Z G 196 a 
2 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [] |B. DATE OF BIRTH 


Months] Doys | Hours | Min. 


9. AGE {In yeors P UNDER mr IF UNDER 24 HRS. 


May 34 1880 | BP. 


10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 


own Home. MARYLAND 


FEMME Whi TE wivoweD fg Divorced [) 


10a. USUAL OCCUPATION (Give kind of work done 
during most of working life, even, if retired) 


SSLWIFE 


12, CITIZEN OF WHAT COUNTRY? 


U.S.A, 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Samuel Wetzel ‘ Unknown 
Ve WAS. PEE Asen ie ws U.S. ARMED fiaall SOCIAL SECURITY NO. INFORMANT Address 
Relea bee Rou Hinton ties Gea amirRes ’ 
wo _| ong Gest Sans ite $1 AS, WES TAT STgy, 
1B, CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (c)-] INTERVAL BETWEEN 


ONSET AND oe 


A OM CE CLES ACK THAR OMBOS(S 
y a LSS DUE TO 
Conditions, if ony, which 9 CLWERALL LES 2) CxLLELC LD SCLLL0% B) Pape 


gove rise to immediate 
cause {0), stoting the under- ( DUE TO 
lying couse fast. to) 


Then please remave carbon papers. 


ronsit permit. 


the registrar priar to burial, crematian, ar remaval, ond in ony event within 72 hours after death. 


< 
§ 
4 a Pa Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)|19. WAS AUTOPSY 
ii eae 
rn = 200. ACCIDENT WAS UNDERLYING []__ |20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port Il of item 1B.) 
tee & | OR CONTRIBUTING C1 CAUSE OF DEATH 
aes & | OF EITHER, NOTIFY MEDICAL EXAMINER) 
o55 & ]20c. TIME OF INJURY Month, Doy, Year |20d, INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1 20F. (City or town) (County) (Stote) 
5 g B Hour a.m. While Not while foctory, street, office bidg., etc.) | 
BE. 2 p.m. 19 fot work 1] of work [J ' 
275 : — 
es 3 21. | certify hot. 2 the deceosed from.__ VAAWAR YT. 198 Q_, to to VOU he Bk 1987, that | last sow the deceosed 
ee . 
eg 3 alive on______ ft 4 20 2 6f_, ond thot deoth occurred ot_7 84m, from the causes and an the dote stated abave. 
=O ADDRESS (Street, city or town, tote) DATE SIGNED 
reo 
3 seu Lbam 7. AGinst, z 
es SIGNATURE. M Qe M.D. pad KA DEL (PO e- 26, Cl. 
#: 2 
ro 4 3 PHYSICIAN'S aa 
tgs NAME (Tyee)__William L, Stewart. LESH STEL, ee ae 
a Zz 2 . Zo. BURIAL CREMATION: 22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION Tee town, or county) (Stote) 
Sone) y city) ’ 
eo aN 4 Keysville Cemetery Keysville, Carroll, Maryland 
= \))  |23. Funeral pigecror’s 5) ADDRESS 240. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
S ANS (4] = r 61 ee ae 
5M Dae C.0.Fuss & Son Taneytown, Maryland pate HOV 2 86 Clitun &, 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


12471 CERTIFICATE OF DEATH 12458 


~~ ce 
& $F 1) PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
2 Be 9. COUNT avis 9. STATE b. GOWN’ 
3y KO be, be 
nr) b. CITY OR TOWN {If outside corporote limits, write | c. LENGTH OF STAY IN 1b <. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
coer RURAL ond give BS town) VE es ie 
Bae N/OL a ZAKS OAL 
oats k Lit, 
222 d. NAME OF HOSPITAL (If not in hospital, give street address) d, STREET ADDRESS ‘e. IS RESIDENCE 
y Sa x OR INSTITUTION | a ON A FARM? 
s: LAAIN ST L2 MAIN 37 
5 3. NAME OF First Middle Lost Month Day Yeor 
z yee or int J FE) < HAINES v, /44 wb/ 
e 5. SEX 6 COLOR OR RACE |7. maRRIED [AJ NEVER MARRIED [-] |8- DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


lost pirthday) 


Doys | Hours] M 


FEM AK E LIE |wivowen Q) pivorceo [] Gh} 


10a. USUAL OCCUPATION {Give kind of wark dane] 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Stote or foreign cauntry) 


during most of working life, even if retired) 
IMCTRESS CLOTHING MEG. | MARYLAND 


12. CITIZEN OF WHAT COUNTRY? 


fae 


13. FATHER’S NAME y MOTHER'S MAIDEN NAME 
Le ENIR y b MARY NASAL 
1S. WAS DECEASED EVER IN U. 5. ARMED FORCES? |16. SOCIAL SECURITY NO. }17. aes .) dress 
(Yas, 90, oF unkown) {If yes, give war or dates of service) 
QITDE GIN" HERBERT 


18. CAUSE OF DEATH Ale only one couse per Jimesfor (0), (b), ond (c)-] 


PART |, DEATH WAS CAUSED BY: - 
IMMEDIATE CAUSE (o} Ome laa 
#20. DUE TO 
Conditions, if ony, which (bh 
gove rise to immediate 


Then please remave carban papers. 


the State Board of Health prior ta burial, cremotian, or remaval, and in any event, within 72 haurs after death. 


ey, 


The law requires that the death certificate be executed within 24 houg 


RECTOR: After this certificate hos been signed by the attending physician and completely filled in 


z 
4 couse (0), stoting the under: ( DUE TO 
§ = \ lying couse lost. () 
235 woule Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)]19. WAS AUTOPSY 
Sat = 
235 3 yes [] NO 
Beak, $= [ 200. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il of item 18.) 
era, & JOR CONTRIBUTING C] CAUSE OF DEATH 
aise & | {IF EITHER, NOTIFY MEDICAL EXAMINER) 
25E8 & 20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED —20e. PLACE OF INJURY (Home, form, 120 {City oF town) (County) {Stote) 
= 3°93 a Hour a.m. While Not while foctory, street, office bldg., etc. )} 
zsi? g jot work [7] of work 
Os 2 A 
e325 ended the deceased fram.__ » that (I) (we) last 
a o 
eee .M, from the causes and an the date stated above, 
ed 8 22b. DATE 
<5G6° f ATIENDING i STAFF SIGNED 
3 M.D. | PHYS. DIRECTOR PHYS. 
> 
3 
3 
i 
” 
© 
D 
3 
a 


NA\ TP) Vif B 
Bae ot Hy ess ZEL_MO-\Yrnjon Beinge MALYLAND 
Fd & 3 aa. en ella 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY gq. LOCATION (City, town, or county) {Stote) 
>> REM L (Speci 

& Buel HI) lol lbingnnoRe Cera ylonvibb te h 
i i NG UNERAL DIRECTOR'S SIGHMATYRE ADDRI 2S0. REC'D BY REGISTRAR 25b. REGISTRAR'S SIGNATURE 
was WYOOLL Bh xthene Uviow eves Mp lomoyis's | oe 

\ Bie, Pees 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
12472 CERTIFICATE OF DEATH 12460 


5s ey 
a é p 1. PLACE OF DEATH r - . 2. USUAL RESIDENCE (Where decassad lived, if institution: Residenca before edmission) 
2 #2 e. COUNTY 
2 a. STATE b. COUNTY 4 
2 2 Carroll | MARYLAND Maryland Prince George 
oe b. CITY OR TOWN {if outside corporate limits, . LENGTH OF STAY IN 1b || c. CITY OR TOWN (if oulside corporate limits, write RURAL and give neerest lown) 
= Hav write RURAL and give nearest lown) 
Sas Rural--Sykesville 2y. 726d. Glenn Dale 
Sie eae —| = = — — 
Bae 5 d, NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give streol address) 4. STREET ADDRESS @, IS RESIDENCE 
a § / ON A FARM? 
= 33 Springfield State Hospital a = "ey ves L) Nod? 
3 3. NAME OF First Middl La SATE ‘Mont “ 
o. ag DECEASED itst ‘iddle ist bagel Month Dey oa 
fac (Type or prin) Ruth Leeds Hall DEATH il 30 19 61 
Ses s —* au 
2 § S Ch a.§ 6, COLOR OR RACE)7, MARRIED [-] NEVER MARRIED JE] | 8: DATE OF BIRTH 9. ies iF pores IF UNDER 24 HRS. 
ar a Mont evs | Hi Min. 
os I Female white wipowen [] _vivorceo [] 12/17/83 ros jolt ca | . 
> 10a. USUAL OCCUPATION (Give kind of work ] 106. KIND OF BUSINESS OR INDUSTRY | il. BIRTHPLACE (County & Steto, or foreign country) | 12, CITIZEN OF WHAT COUNTRY? 
one done during most of working lifa, even if retired) | 
Bee Housework | Own home | Maryland | USA 
m ge 13. FATHER'S NAME "| 14, MOTHER'S MAIDEN NAME = —_ 
s : * 
Sag Richard H. Hall | Spaulding - 
$= 15, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT = * Address i ae 
= s (Yes, no, or unkown) | (Ifyesgive werordatesof service) Sprin field State Sykesville, Md 
we eS Se _lHospital records v Bei 
4 {8. CRUSE OF DEATH [Enter only ono cause per line for (9), (b), ond {c).] INTERVAL BETWEEN 
5 ONSET AND DEATH 
6 PART |. DEATH WAS CAUSED BY: 
8 _ IMMEDIATE CAUSE le) _ BYONChopneumonia one day 
“a 
5 as. { DUE TO 


geve rise to immediete cause 
{e}, stating the underlying 


Conditions, it efy, which i) Carcinoma of the stomach _manths_—_ 


cause last. {e) 


PART Il. OTHER SIGNIFICANT CONDITIONS “CONTRIBUT 


Alter this certificate has been signed by the afte: 


SAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be execut 


¢ 
8 
oy > 
£5a5 
Pele 
B8as 
> 5 a 
B48 
bos3 ——s — 
nae Zz NG TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART l(e)| 19, WAS AUTOPSY 
£8an2 2 ihe = PERFORMED? 
SESS Ai; 3|Scehizophrenic Reaction, Paranoid Type, = 
£OC8  ]20e. ACCIDENT WAS UNDERLYING [] | 2Db. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Part | or Pert Il of item 18.) 3 
2e8a & | OR CONTRIBUTING [1] CAUSE OF DEATH 
S35 G | CF EITHER. NOTIFY MEDICAL EXAMINER) 
p> a re _ = - — = = — 
ossr < |"20e. TIME OF INJURY Month, Dey, Yeer | 20d, INJURY OCCURRED | 2De. PLACE OF INJURY (Homo, form, | 20f. (Cily or town) (County) Gtete) 
Vv i 1 
Bt es a While __ Not While fectory, street, office bldg., ete.) | 
& ae 2 2 et work [] at work [ ] ! 
a a 
£238 that 2) (we) last 
£932 from the causes and on the date stated above. 
ae 2 8 = 
gaa 22b. DATE 
FAG 2 ATTENDING, MED. STAFF SIGNED 
tHe= mo. | PHYS.  [E]  oiRecTor [[} PHYS. 
r a= 22c. PHYSICI 22d, ADDRESS 
> es <= RAYSICIAN'S | Springfield State Hospital 
Wwez ey _ "Ellis S, Margolin’, M _ |... Sykesville, =a 
3 Ros Jae, BURIAL, CREMATION, | 23b. DATE THEREOF 23e, NAME OF CEMETERY OR CREMATORY F3d. LOCATION (City, town or county) (Stete) 
mas 
ovoTs REMOVAL (Specify) 
Roe Burial _—-_—s Dec 6, 1961 | Holy Trinity Cemetery C. oa —— Sa 2 ed 
24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 250, REC'D BY REGISTRAR | 25b, REGISTRAR’S SIGNATURE 


var, DES 4 oF nthe £ Ante 


F. Gasch's Sons Hyattsville Md. 


wed 


s after death: Page 4 
y the funeral director, 


+ 


Pages | anu 2 should be filed with 


ig physician and completely filled 


Then please remove carbon papers. 


‘ansit permit. 


the registror prior to burial, crematian, or removal, and in any event within 72 hours after death, 


ed by the hospital or attending physi 
RECTOR: After this certificate has been signed by the ottendin 


9: 


page 3 shauld be detached for use as the buri. 


moy be 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 h 
TO FUNER. 


q 


pest 


— 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


12473 *°*° Cehtiri¢AtE OF DEATH” +” - 


2 or eel {Where deceased lived. If institution: Residence before odmission} 
ch 


1. PLACE OF DEATH 
OUNTY 


e. f / 4 b. COUN - 4 
=== ee MARLAND || Maryland baltimore 
b. CITY OR TOWN [IF outside corporate limits, write | ¢, LENGTH OF STAY IN Ib ¢. CITY OR TOWN {IF outside corporote limits. write RURAL and give nearest town) 
RURAL and give nearest town} ‘ ‘ 5 
Svkesville Baltimore AS Xs 
da. a) Ula die {if not in hospital, give street address) d. STREET ADDRESS . e. Brith reese 
4 
Golden ge Guest Home 7002 Queen Anne Road #7 ves] Not 
3. NAME OF iddl 4. DAI 
ance ; First Middle ; lost ate Month Poy bo 
{Type or print) Charlotte Louise Harris DEATH vember 27 19 OL 
ri 
5, SEX 6. COLOR OR RACE |7. MARRIED[_] NEVER MARRIED [-] | 8. DATE OF BIRTH 9 AGE (In a if UNDER ? YEAR] IF UNDER 24 HRS, 
thes E Min, 
Female White wibowep {J pvorceoO] July 2, ¥991 1892 . 


12. CITIZEN OF WHAT COUNTRY? 


10a. USUAL OCCUPATION {Give kind of work done] 10b, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE {Stole or foreign country) 
during most of working life, even if retired) 


None Baltimore, Maryland U. S. A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Henry Peter Reidt Amelia Emerick 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. (NFORMANT Address 
(¥es, 0, or unknown) {HE yes, give wor or dates of service) “s 2 > 
No Mrs. Cordelia Reidt-7002 Queen Anne Road 


1B, CAUSE OF DEATH [Enter only one cause per line for (0), {bland (c}.} VEE, 3 Gar 4 HATERVAL BE 
PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0 Lo 4 ELE) et ; 


@! ) DUE TO } WA SL 
Conditions, if ony, which ma Ly LS, LLP A a 
Soot (sk ete ease f° BUETO y, VA 
lying cause last fel 
Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifo) | 19. RE hOeoRL 
yes(} NOR 


200. ACCIDENT WAS UNDERLYING (J | 20b, DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Part | or Port Il of item 16.) 
‘OR CONTRIBUTING CJ CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 4 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, 1 20f. (City or town) {County} (State) 
Hour o. 1 While Not whil foctory, street, office bldg., pfc.)t - 


MEDICAL CERTIFICATION 


from. Y. KG WELL, wipe ee £_., 19. that | last saw the deceased 
--6/end that death occurred EE De > from the cguses and on the date stated above. 
LZ” yy ts $ (Street, 647 or town, state) 


DATE SIGNED 


72d. LOCATION (City, town, or county) (State) 
Baltimore, Maryland 


‘2de. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
3 g! 
2 Mh 6aOV 2 9 '61 oS Fisiue 


MARYLAND STATE DEPARTMENT OF HEALTH 
“1237 STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


(‘+ MEDICAL EXAMINER'S CERTIFICATE OF DEATH {2162 


Di 


7. PLACE OF DEATH 


i] 2. USUAL RESIDENCE (Where daceasad lived, If Inphlution: Residence before admission). 
Sees 2, COUNTY b. cour 
S235 MARYLAND ( 
: st c. LENGTH OF STAY IN Ib rporata limits, writa RURAL and giye neerest town) 
. 
$3 v7 Via 
ae ty p site _ 
5 (if not in hospitel, give straat agdrass) a, IS RESIDENCE 
. _ ON A FARM? 
Wess XxX = = “= 
25 3. NAME OF ~ Middle | 4. DATE “Month "Day ¥ 
@ DECEASED ~~ oF 
ae (Type or rit OF; rif ree U7 - HE ‘fe H EW yy L DEATH 2 3 ( 
ee a aie € 
oa~s 5. SEX | 6. COLOR QR RACE|7, maRRIED HE MARRIED oO 8. DATE OF BIRTH 9. AGE (In years |IF UNDER T YEAR| IF UNDER 24 HRS. 
2 17- / iis 2g Months] Days | Hours | Min. 
§ wipoweo [_] pivorcen [] | 
a 10s. USUAL OCCUPATION iGiva kind of work ] 11. QYTHPLACE (Siete or foreign country) 412, CITIZEN OF WHAT COUNTRY? 


ae OF BUSINESS OB INDUS} 


mary. 


ete. 


J. WAS DECEASED EVER IN U.S. ARMED FORGES? | 16. SOCIAL SECURITY NO.| 17. ID 
es, no, oF od) 7 2-6 g. 7 
1 18, GAUSE Of DEATH |Enier only one couse per line for (a), (b), end (c).} Te Ee Ry @ ayer 
PART |. DEATH WAS CAUSED BY; 
IMMEDIATE CAUSE (e)___ : ‘ = Se aka 


4. 2} DUE TO 


Conditions, if eny, which {b) 
gava rise to immadiaia causa 
(a), stating the underlying 


Item 18. Give Pages 1 
“s Office along with form PM3. Page 5 may be retain 


) INTERVAL BETWEEN 
ONSET AND DEATH 


in 


” in pencil 


DUE TO 


ing’ 


EDICAL EXAMINER: This certificate should be executed within 24 hours after death. If any 


or its designated agent, prior to burial, cremation, or removal, and in any event within 72 bows ter death. 


et 
3 
an 
a 
a 
2 
id 
E 
a 
= 
c 
oO 
= 
a 
= 
5 
oO 
a 
as 
patie cause Pe + 1s. F F ’ 4" 
te 5 3 » |Z PART Ul. OTHER SIGNIFICANT CONDITIONS. coi RIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{e)| 19. Pele Be 
z y $$ ORMED? 
_ Ee 
=e) 5 yes [] No 
Sates E ] 20a. EXTERNAL CAUSE WAS ~ | 20b. DESCRIBE HOW INJURY OCCURED, {Enter natura of injury in Part | or Part Il of item 18.) ot * a 
£3 3 E | PRIMARY (1) or CONTRIBUTING [) 
= a & | CAUSE OF DEATH. 
£29 s '20c. TIME OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, ferm, | 20f. {City or town) ~ (County) (Stata) 
g ue 3S otc: aes While __Not While fectory, street, offica bldg. ate.) | 
oe g = 19 ‘et work [_] et work 1 
8 ag 21. I certify that 1 took charge of the remains described above, held an Autopsy im) Inspection pa . Inquiry BY and in my opinion 
58 Natural causes }], Accident im Suicide im) Homicide oO. Undetermined manner oO 
ans CHIEF MEDICAL EXAMINER [—] 
5 3 za ip, ASSISTANT MEDICAL EXAMINER DATE SIGNHD 
> 33 ;  * DEPUTY MEDICAL examiner eS, tf Sy 
2 ez rat Ss ty A TT Address (Stroat, city, town, 6r county) (/ M-d-F- Bh oy 
Hes | 22b. DATE THEREOF Fe. NAME OF CEMETERY OR CREMATORY 2247. OCATION (City, town, or country) State) y 
one i (EZ, 
a oe bi-Le- bf L Z 
ve i. 24a. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATU 
VS. AISME Keise. 1 4 
te ~ Dyas Yd \yc NOv21'\ | Con 2 Kenna 


1 : MARYLAND STATE DEPARTMENT OF HEALTH 


124 ver »»- DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
“t 


CERTIFICATE OF DEATH 1246: 


(Type or a 7/22 VE, 190 


5. SY 


6. COLOR OR RA! 7. 5. OF BIRTH 


Bets 
& Be SF: 1, PLACE OF DEATH y = "| mt Kat Tes, aa ay If institution: Residence befare admission) 
2 £2 ¢, / 9. COUNTY ZtAs yy aRYLAND °. uly, b. COUNTY é} YY 
: = OLLIE on 
€ Be iN b. CITY OR TOWN (If ouside casporote limits, write | c. LENGTH OF STAY IN 1b es CITY OR TOWN (IF aypside corpgrote, lists, write RURAL ond give nearest town) 
g 8 (PURAL ang give mpagAt tong y a Te 
zs /, 5 {tA i 
erg vis) Vitthlel- LC hit, if 
2 22 . ‘d. NAME OF HOSPITAJAIE not in hospitol, give street oddre: d, STREET e. I$ RESIDENCE 
eee cof OR ANYBTITUTION ON A FAR! 
s: I Haz tpg 1, bitte a Z Main Street ves ONO 
eo 3. NAMI Lost 4. DATE Manth Doy Yeor 
ae DeceAseD Gy V fad OF 
Se 
> 
3 
2 


AW LEIA IDOWED DIVORCED =. 
100. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 127BIRTHPLACE (Stote ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
yy 6st of warking life, eyen/ft retired) 
CMDR I TLE Zi Sz - a 
13. FATHER'S NAME WA 14. MOTHER'S MAIDEN NAME 
Le 


¢ 
WY), ae 
CLL etn) PY. Zhrigel ona ee 


15, WAS DECEASED EVER IN U, S. ARMEO FORCES? |16. SOCIAL SECURITY NO. |17. INFORMAI 


(Yes, 00, of ix | (WF yes, Loker ‘wor or dates of service) L, ; 
18. CAUSE OF DEATH a only one couse per [i ea {0}, (b), INTERVAL BETWEEN ~ 
PART I. DEATH WAS CAUSED BY: \ Yestllled Geen Dna ee, 
IMMEDIATE CAUSE (0! Ate LI? 


422.) 


Canditians, if ony, which 
gove rise to immediate 
couse (0), stating the under- 
lying couse last. 


Then please remave corban papers. 
or remaval, and in ony event, within 72 haurs after death 


insit permit. 


4 a Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART T(o)|19. WAS AUTOPSY 

2 & 

3 0 & yes] NO 

5 = ]200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 

be & | OR CONTRIBUTING [] CAUSE OF DEATH 

4 G |{IF EITHER, NOTIFY MEDICAL EXAMINER) 

& [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, farm, | 20f. (City or town) (County) {(Stote) 
8 Hour 9. m. While NSE rile factory, street, office bldg., we) | 1 
= p.m. 9 jot work [[] of work 


After this certificate hos been signed by the attending physician and camp! 


21. | certify that (|) (this hospital) attended the deceased fram. Elie to fe Se, wel, that (I) (we) last 


/, 
saw the deceased al) “on fee [es Em a4 and that death accu ff A fram ie causes and an the date stated abave. 
Zo. SIGNATURE os ‘2b. DATE 
Agel MED. SAE OG SIGNED 
2 MD. DIRECTOR C]__ PHYS. 0 Md. Lt, fle / 
ese 
¢ 


OR ATTENDING PHYSICIAN: The law requires that the deoth certificate be executed within 24 


sz To ee DIRECTOR: 


=> 
- 
2 


ined by the hospital or attending physician. 


23a. BURIAL, ea 23b. DATE THERE 
REMOVAL ¢Spetify) 
ae Al Y se 
VE A AtyRe 7 
a Ml, 


poge 3 should be detached far use as the burial-tra 


the State Baord of Health priar to buri 


may be" 


TO HOSA, 


25b. REGISTRAR'S SIGNAWORE 


Ctaihud A, Tree 


zs 
$e 


DATHOY 3 0 '61 


DIVisiogt db. Sratigticar 


MARYLAND STATE DEPARTMENT OF HEALTH 


RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
CERTIFICATE OF DEATH 


_Springfield Hospital Records 


INTERVAL BETWEEN 


= ‘ . 
b Ez set aa 
5 83 ib BERGE oa DEATH 2. USUAL RESIDENCE (Where deceasad lived, If institution: Residence before ae i 
e °. 
2 . STATE b. COUNTY 
$2 Carroll MARYLAND ; Maryland fevrick 
2 Fy b. CITY OR TOWN (if oulside corporete limits, ¢, LENGTH OF STAYIN 1b || c, CITY OR TOWN (If outside corporete limits, write RURAL end give noerest lown) 
=e = ao write RURAL end give newrest town) 
S ec5 Sykesville los. 26days Baltimore 12 a -$ 
= oa rs d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give straet eddress) “d, STREET ADDRESS a is RESIDENCE 
Sarg ‘ON A FARM 
as q 
8 I gfield State Hospital a 200 Evesham Ave. _ ves [] No [ 
3 2 Sn peste First ~ Test ) 4. DATE “Month Day ‘Yeer 
5 2af OF 
a : 
g Bae Kiges or eal] Jemes; Holden DEATH November 8, 1961 
2 ge gs 5. SEX 6, COLOR OR RACE 17. MARRIED [X] NEVER MARRIED [] | 8. DATE OF BIRTH eas Seiwa IF UNDER 1 YEA\ |] TF UNDER 24 HRS. 
r= = Etiaes! Y) |"Months| Deys | Hours Min, 
© 88S Male White wipowep []__pivorceo [_] July 10, 1876 BS ys. * | e 
3 es 10a. USUAL OCCUPATION (Give kind of work | IDb. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stele, or foreign country) | 92. CITIZEN OF 
£ $35 done during most of working life, even if refired) 
§ S82 |__Linotype operator _ n * Canada ; | U.S.A. = 
~ See 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
= O@n-~ 
3 23 ¥T James Holden Margaret McMahon 
© 56.3 is WAS Dey Hie IN U'S. ARMED FORCES? SOCIAL SECURITY NO.) 17. INFORMANT = = Address es wl 
2 38 #1, n0,,af unkown) | (Ifyesgivewerordatesofservice) 
- 2e No ~ 215-10~875h 
Ss os 
ees 
3, 
o 
& 
= 
“ 
© 
= 
S 


(a), steting tha undarlying 


3 
3 
e=es 18. CAUSE OF DEATH [Enter only one cause per line for (6), (b), end (e).] 
3 5 PART 1. DEATH WAS CAUSED BY: Ce peteare st 
ay ae i IMMEDIATE Cause (a) Bronchopneumonia = _| higeg = 
525 f DUE TO 4 
Ecke Conditions, if any, which Chronic rheumatic heart disease Years: 
U8a8 gave rise to immedieta cause 7. ; se . = ° 
s DUE TO 
ow 
6 
cs 


2. 1 certify that (I) (this hospital 


saw the deceased alive onN. 


{ 
I) attended the deceased from... UNe....L2. 19OL, toNOVe..By... 1901., that (I) (we) last 
19.9). and that death occured att. 1OPMrom the causes and on the date stated above. 


22b. DATE 
ATTENDING 


couse lest. (e) 

a ra PART Il, Poors SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO TERMINAL DI TION GIVEN IN PAR 19. WAS AUTOPSY — 
5 5 3 Chronic brain syndrome wi brain disease with psychotic sh es “es no EI 
Pd ov lYZ si 
le — = 20e. ACCIDENT WAS UNDERLYING [} 2Db. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Pert Il of item 18.) 
4 fe ] OR CONTRIBUTING [] CAUSE OF DEATH 
my © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

% . ‘ Ts Beet 
0 s 20c. TIME OF INJURY Month, Day, Yeer 20d. INJURY OCCURRED | 20. PLACE OF INJURY (Home, ferm, | 2D. (City or town) (County) (Stete) 
z a Hour a.m. While __Not While factory, street, office bldg., etc.) | 
z = ae 19 ‘at work [_] at work 
& 
me 
oS 
° 


DIRECTOR: After this certificate has been signed 


may be retained by the hog; 


is C]biteron C] AME. _1i/9/er* 


M.D. 


| 22d. ADDRESS 


led with the State Dept. of Health prior to burial, 


director, page 3 should be detached for use as the burial-transit permit. 


, CI 
: ! 22c. PI 

nee Agustin delCampo, M.D. _ Springfield Hospital, Sykesville,Md, =< 
O25 23a. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) ~— (State) 
us fe Friel (Specify) . 

Or 0: 11-12-61 New Cathedral Cemetery Baltimore, Maryland 

ats my “LD pe aa AL DIRECTOR’ Est SIGNATURE ADDRESS Se. REC'D BY rat 25b. REGISTRAR'S SIGNATURE 

15M 9/60 Gn. A. LA bkerte dene LLG Le. thi \ DATE haahke 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISI peed lr RESEARCH AND ras 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


fPEPRUPICATE QEPEATH 3/6 ive 12965 


2, USUAL RESIDENCE (Where deceesed lived, If institution: Residence before edmission) 


“MA RyLAND "°C ARCoetL _ 


% 


1, PLACE OF DEATH 


a. COUNTY (ae is Rg 2 ra} ne ee A, 


b, CITY OR TOWN {if outside corporete limits, |e, LENGTH OF STAYIN Ib || c, CITY OR Kye {If outsida corporete limits, write RURAL end give neerest town) 
write RURAL and ion neerest t 


WEETHINCTER | 8 DAYS |KRu RAL Rovre#2 WESTHINSTER. 


hould 


thin 24 hours after 
led in by the funeral 


5 d. NAME OF Tt sas WE TE (if not in valet give streel eddress) ~ d, STREET ADDRESS | a. IS RESIDENCE 
eq CARROLL COVMTY GEW. 10S} | ws P40 E 
op “adit oa First Middle Last 7 4 DATE Month Dey Yeer 
term EVELYN MARGARET Ito ening, * Stam WOVEMBER bo pol 
5. SEX 5 '|6. COLOR OR RACE/ 7, MARRIED [DAAEVeR marrien Oo j 8. DATE OF BIRTH ~ /9. AGE (In years /IF UNDER T YEAR| IF UNDER 24 H 


Beales ~Deys ie Hours | Mi 


Fe MALE WHITE WIDOWED pivorcen [] | M A Row 21 18 gy b7 pee 


10a, USUAL OCCUPATION (Give kind of work 10b, KIND OF BUSINESS OR INDUSTRY | | 11. BIRTHPLACE (County & Stale, or pel counlry) | 12, CITIZEN OF WHAT COUNTRY? 


HovsE WIP | aes _ |WEW YORK CITY N.Y. UNITED STATES 


/ 13, FATHER’S NA = S NAME jit fee. '§ MAIDEN NAME 


15. LETTER DRE ae LAT UELRINE Beast a = 


IN U.S, ARMED Yee 16. SOCIAL SECURITY NO.| 17. tefl MANT 


bens we oe JESS E H ORNING- - MetaPress BD 


‘18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), end (c).) INTERVAL gag 
A 
fair. cee EO ee et. Se eon Cis. PAY 


x DUETO 


condo Hany which) ARTERIOSCLEROS | CARDIOVASCULAR DE EASEIZ Yeaks 
fo DiALeETEs MELLITUS “i 


(a), stating tha underlying 
19. WAS AUTOPSY 


y event, within 72 hours after Jé 


physician and completel 


a 


permit. Then please remove carbon papers. Pages 1 and 


|, cremation, or removal, and in an 


DUETO 


couse lest, 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT "RELATED TO TRE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e) 


fe) 


z 
A \'2 PERFORMED? 
3 bs — oe ¥. i ves [] No 
© | 20a, ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter natura of injury in Peri t or Pert Il of item 18.) 
ee | OR CONTRIBUTING [] CAUSE OF DEATH | 
G | UF EITHER, NOTIFY MEDICAL EXAMINER) 
& [20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED ) 20s. PLACE OF INJURY (Home, form, : “208. (City or town) (County) ‘{Siate) 
g Hour ea While __ Not While factory, street, office bldg., etc.| | 
2 2 et work ["] ot work ; 


2. 1 certify that (I) (this rr and the deceased from. ) UNE t 10. V0, el, that (I) (we) last 


saw the deceased alive on. 19, él. ., and that death occured wie aM, from the causes | and on the date stated above, 


2 pod NG ED, STAFF wii SIGNED 
ATTENDI A 
ca) ound 9 Ww uve. mp. | PHYS. DW sirteron I pays. We b fer 


22c. PHYSICIAN'S 22d, ADDRESS . 


“PAW IEL TT, WELLIVER [Wee ST MIMSTER, HARVLANMI 


OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed 


may be retained by the hospital or attending physician, 


L DIRECTOR: After this certificate has been signed by the attending 


¥: 


director, page 3 should be detached for use as the burial-transit 


Sz be filed with the State Dept. of Health prior to burial, 


[=] 

ug TMV 
QeD 23a. BURIAL, CREMATION, | 23b. DATE THEREOF . NAME O€ CE Hipiioe ty, town or ean (State) 
mem OVAL [Specify] cate Me 
romeo) Lbh, Warrcspnih A eS 
Sime ERAL "OB LEY, F- ADORESS: hte Sized. om DIE: it NY Ov'T 3 61 Sb. REGISTRAR’S Beier 4a 

wire we | AS Apo, re mati yy bart aa ee 

\y le ee 


t MARYLAND STATE DEPARTMENT OF HEALTH 


1 2 re S DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


td CERTIFICATE OF DEATH 12466 


om 


~ ce 
& 3 : 1 PEACE On ear 2: USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission} 
S ts 8. b. COUNTY 
a = S Carroll MARYLAND 
= tre b. CITY OR TOWN {If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
3 s a RURAL ond give nearest town) 
2 $2 ke sv 1 mo. 12 dys Woodshoro As 
tye d. Ne “OF HOSPITAL Tlf not in hospltol, give street oddress) d. STREET ADDRESS °. is RESIDENCE 
2 ee 'UTION 
~ 
@: Springfield State Hospital RT #1 Yes C] NOD 
2 ayo \ 3. NAME OF First Middle Lost 4. DATE Month Doy Yeor 
= - 1 
< 236 ¥ (Type or print) Samuel William Hough DeaTH November 22 1961 
ee S. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In yeors [JF UNDER 1 YEAR] IF UNDER 24 HRS. 
ile lost birthdoy) [Months] Doys | Hours] Min. 
a Oe € Male White  |wivowen fj ovorceo OD) July 27, 1891 yrs. 
2 ea. ¥WOa. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 885 during most of working life, even if retired) 
DP ea Stone crusher operator - Virginia U.S.A. 
er koa IN 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
2 38s Rod 
ab aes ney Hough Anna Shipman 
fe | aioe 1S, WAS DECEASED EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. |17. INFORMANT Address 
= 6 £ € (Yer, no, or unknown) (Hf yer. give wor or dates of service) 
$ of? No | « 219-20-3715 | Springfield Hospital Records 
i Sp 
g Ese 18, CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond {c)-] INTERVAL BETWEEN, 
vo 2a PART |. DEATH WAS CAUSED BY: 
pT a IMMEDIATE CAUSE (o) ACute myocardial infarction, Days 
5 FRS5 < er J pvETO 
= ae 3 Gon dittOnamitabry eich a 
AS P : 
2 2 5 @ gove WE iS by DuE TO 
2 O45 eos (0), sora the under: 
ka ae lying couse lost. ©) 
ae EE 
3 3 3 8 5 5 Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ho) 19. eee 
eare rs spepsSs assoc. with senile brain disease, with psychotic reaction, vs C] NO 
ESR ERENT So Arteriosclerotic Renien prosta hyp ophy 
(Peaks © | 200, ACCIDENT WAS | noes oe DESCRIBE HOW INJURY OCCURRED. (Enter nofure of injury in Part | or Port Il of item 1B.) 
a & se % |e EITHER, NOTIFY MEDICAL EXAMINER} 
oe +. 2 = 
2 Beas & ]20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1 20F. (City or town} {County} {Stote) 
= be oig ray Hour a.m. While Not while foctory, street, office bldg., Catt 
zsi°?? = p.m, 19 ot work [] of work 
5,55 - F ; 
z 2 pa 21. | certify that {I} (this haspital) attended the deceased fram_______. 10-10-_, 2 mila es 11-22-., OL, that (I) (we) last 
2 
$ ee 35 saw the deceased alive on. LL Ren___ 19.61, and that death accurred at 9_ 8M, fram the causes and an the date stated abave. 
a2 ; 
= ry 220. SIGNATURE 22b, DATE 
BE 35 ps ‘; Li del Gs ATTENDING MED. STAFF SIGNED 
ae CPELELAG, GL MO. DIRECTOR CJ PHYS. Ge 11-22-61 
x DP | 22 PHYSICIAN'S. a Soe 
wee 8 NaMeAtee) Agustin del “Campo, sDs Springfield State Hospital, Sykesville, Md. 
| > eee ee ee eee ee a 5 eT ee Oe ae. CRE SE ee a eae 
ee 00 LN ______ nnn nnn nnn nan 
& a > mt 2 23a. BURIAL, eae 23b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Stote) 
>> REMOVAL (Speci! = 
= Pe ge BURL Nov2s-/26/ | Rotxy H/L W, oho 2D 
- 24, FUNERAL DIRECTOR'S ong ADDRESS. ‘250. REC'D 2 wer ‘2Sb. are ey SIGNATURE 
: /_ dtu 
VR AIS (4 LP Chae ait 
eM 9709) — ok za Minnhiorr BA ont 


12479 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
CERTIFICATE OF DEATH 


121677 


1, PLACE OF DEATH 
e. COUNTY 


e. STATE 


b. COUNTY 


2. USUAL RESIDENCE (Where daceased lived, If institution: Residence roy ag 


in 24 hours after 


¢. CITY OR TOWN [IF oulside corporeta limits, write Balto, end give mete town) 


r ’ MARYLAND Maryland 
b, CITY OR TOWN [if outside corporata limits, c. LENGTH OF STAY IN Ib 
write RURAL and give nearest town) 
Sykesville 6 days 


led in by the funeral 


d, NAME OF HOSPITAL OR INSTITUTION (if not in hospilal, give a address) 


_ 
d. STREET ADDRESS 


Balto, City 


ox ieee 


79} =H 


e. IS RESIDENCE 


y 2 a ON A FARM? 
= wingfield State Hospital : __221 S. Spring Court ae 
e 3. NAM Tae Middle last 4. DATE Month Dey 

DECEASED OF 

eae" Frances Scheeler _Ianneo DEATH November a 1961 

3. SEX 6 COLOR OR RACE) 7, MaRRIED [_] NEVER MARRIED [] | 2» DATE OF AIRTH 9. AGE (In years |IFUNDERT YEAR| IF UNDER 24 HRS, 
last birthday) [Months] Days | Hours | Min. 
Female White WIDOWED fx] vivorceD [] PQ vi, 


(Yas, no, or unkown) 


LOC Et 2 aan >a 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).)_ 
PART |, DEATH WAS CAUSED BY: 


(Ifyes giveweror dates of service) 


-transit permit. Then please remove carbon papers. Pages 1 and 2 should 


Springfield Hospital Records 


10a. USUAL OCCUPATION (Give kind of k. 10b. KIND OF BUSINESS OR INDUSTRY + pe (County & Stata, or foraign country) 42. CITIZEN OF WHAT COUNTRY? 
done during mos! of working life, even if r yd) 
tired —=_—s_—s(Oles Envelope C ryland U,Sh. 
13. FATHER’S NAME 14, wo! ra 5 nie NAME 
Scheeler - 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT __ Address 


INTERVAL BETWEEN 
ONSET AND DEATH 


burial, cremation, or removal, and in any event, within 72 hours after death, 


After this certificate has been signed by the attending physician and completety 


OR ATTENDING PHYSICIAN: The law requires that the death certificate be execute 


A IMMEDIATE CAUSE (@) Mesenteric thrombosis _|__Days 
F 4 - DUE TO 
Conditions, if any, 0 2.6 Generalized arteriosclerosis , _|_ Years. 
isd geve rise to immediete cause 2 
5 (e), stating the underlying DUE TO 
ve cause last. (c} = 
= 3 PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a)| 19. La enh 
w0 = pit. > Di 
os >, |s| ©.B.S. — ; ves [] No [xt 
ae = ]20e, ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Pari | or Pert Il of item 18.) 
at & | OR CONTRIBUTING [] CAUSE OF DEATH 
Le © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 8 3 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 202. PLACE OF INJURY (Home, farm, | 20f, (City or town) (County) — (Stata) 
Eee s Houeterel While __ Not While factory, street, office bldg., etc.) | 
oo = na 9 at work et work | 
Bee mm. ! 
moe 
Oss 21. I certify that (I) (this hospital) attended the deceased FM cee ah Oe De os « 199-4, that (1) (we) last 
Bea 
O38 2 saw the deceased alive on. 1961., and that death occured at. 50 ait the causes and on the date stated above. 
2s es 226. DATE 
Bu ATTENDI STAFF 
Me aoe | Jomo. | PHYS. DIRECTOR 7 Prvs. Asie 
oe — 22d, ADDRESS 
os 
2 Agustin del Campo, . Springfield State Hospital, Sykesville, Ma. 
Os 5 $ 3 23e. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county] {Stete) 
meh ot REMOVAL (Specify) 
DWOe 8 61 | Holy | Redeemer Belair Rd, Md. 
Srvas i) 24 FUNERAL DIRECTOR'S SIGNAJORE 250, REC'D BY REGISTRAR | 25b, REGISTRAR'S SIGNATURE 
7 
ioe Yi La AM Vitee- | MNS i Caxton be Hangs 


1 
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5 @2 
= 2, 
oO 2g 
o 2 
° 
es 
2 Ny 
ES 
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ot ete 
S sae 
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fe OD 
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3 35 
oe a 
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o Eo 
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oO o 
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2 coed 
ee 
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=a 
5 Soe 
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a = —s 
£ $25 
eS 
ry o co 
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Fy ie 
= °° 
5 opal. 
SFeeuwc 
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OR ATTENDING PHYSICIAN: 
may be retained by the hos; 


IRECTOR: After this certi 
page 3 should be detached for use as the burial-transit permit. 


¥: 


death. Pad 
TO FUNE: 


director, 
be filed with the State Dept. of Health prior 


TO HOSP 


63 


MARYLAND STATE DEPARTMENT OF HEALTH 
ea RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
t CERTIFICATE OF DEATH 


{. PLACE OF DEATH - ra 7 2. USUAL RESIDENCE (Where deceased lived, If ahi uaa 


CRU ©. STATE b, COUNTY 


Carroll MARYLAND _ Maryland Washington 
B. CITY OR TOWN [if outside corporete limits, | ¢. LENGTH OF STAY IN 1b “e. CITY OR TOWN {if outside corparete limits, write RURAL end give nearest town) 
write RURAL and give neerest town} 2 
Henryton 49 days Hagerstown = LIOZ ave 
d, NAME OF HOSPITAL OR INSTITUTION [if not in hospitel, give sireet address) d, STREET ADDRESS @. IS RESIDENCE 
ON A FARM? 
=qllenryton State Hospital | 55 W. Bethel Street ves L] No fx] 
3. NAME OF First Middle Last 4, DATE Month Dey Year = 
DECEASED OF 
(Type or prin?) — Bessie a fr Lula_ Jackson ul DEATH " November 2? , 19 61 
5. SEX 6. COLOR OR RACE 7. MARRIED NEVER MARRIED ) 8. DATE OF BIRTH 9, AGE (ln years | IF UNDER 1 YEAR| IF UNDER 24 HR: 
lest birthdey) igre az "| Hours Min. 
Female Negro _| winowen [xg —_divorceo May 15,1876 2 85 ym | Reel 
Te. USUAL OCCUPATION (Give kind of work] T0b. KIND OF BUSINESS OR INDUSTRY | Tl. BIRTHPLACE (Couniy & Siole, or fowign country) | 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 
Housewife None | __buray, Virginia U.S.A. 
13, FATHER’S NAME *. ‘14, MOTHER'S MAIDEN NAME yp, a 
Size Dixon Lena Washington 
15. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Kad 
(Yes, no, or unkown) | (Ifyesgivewarordatesofservice) * Hagerstown ’ Md. 
Nee. | ae < Elzabeth Davis 55 W. Bethel St. ‘ “a 
18. CAUSE OF DEATH [Enter only one ceuse per line for (a), (b), and {c).| INTERVAL BETWEEN 


MEDICAL CERTIFICATION 


PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 


IMMEDIATE CAusE (a) ___ Cerebro~Vascular Accident. Hemiplegia. | 
f PS DUE TO 
Conditions, if any, which {b) Arteriosclerosis. = — 


gave rise to immediate couse 


(e), stating the underlying ( MEEOC 
cause _last «)___Minimal bilateral pulmonary tuberculosis. 
PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ia) | 19. WAS AUTOPSY 
Se . ERFORMED! 
xX ves [] no Bd 
202. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Pari | or Part li of item 18.) -s 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Dey, Year | 20d, INJURY OCCURRED | 202. PLACE OF INJURY (Home, 20f. (City or town) (County) (State) 
Hour em. While __Not While factory, street, office bid: 
p.m. 19 at work [|] at work 


21. | certify that (I) (this hospital) attended the deceased from.. Oct. 9. a) ae , 191,, that (I) (we) last 
saw the deceased ffive on... NOV s ae 19.61, and | that death ncdieaa nats ee Pep pal The causes and on the date stated above. 


22a, SIGNATURE 22b. DATE 
Sg Wt Waves fone yy [ME Hoon EO ae 
226. HAN EES W/ 22d. ADDRESS 
Edgars M. Maculans X _Henry ton State Hospital, Henryten, Md. 


‘23e. BURIAL, CREMATION, 
Rl 


wy, DA’ if 23c. 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


[JS 
= 33 . PLACE OF DE 2, USUAL RESIDENCE (W 
Sie a. COUNTY a. STATE 
5 eck MARYLAND 
= Aes b. chy opTows ide-cogporata limits, ¢. LENGTH OF STAY IN 1b ©. CITY,29 TOWN 5 iis 'd giva nearest town) 
x~ 200 el be 
AY ey QM SIary, xX 2 S? 
£ pas d, NAME OF HOSPITAL OR INSTITUTION (if not in hospital, giva street address) d. STREET ADDRESS i @. 1S RESIDENCE 
= 28 { ot z ON A FARM? 
= yes |] NO ao 
>, ) NAME OF = fédle ee Pa, DANE ‘Month “Boy Yaar 
gua DECEASED | OF J 
g ; o 
$e (Typa or pri = OW eS DEATH Y/Y 4 V oa 196/ 
3 8 5. SEX 6. COLOR OR RACE|7, MARRIED [_] NEVER MARRIED PX | 8 DATEOF BR 9. AGE (In yaars |IF UNDER YEAR| IF UNDER 24 HRS, 
gz JL 6 Be bitbaay eal Days | Hours | Min, 
Wet wipowep [] _ivorceo [] if Vy a i yee. 
* & i TOb. KIND OF BUSINESS OR INDUSTRY |Al. BIRTHPLACE | Sup E State pr ftaion country) 
= 


12, CITIZEN OF WHAT,COUNTRY? 


5S 
§ 2 
6 14, MOTPE 
oe 
os 2 
BSE 
S MED FORCES? | 16, SOCIAL SECURITY NO. 
2 ror dates ofservice)| 
, ee te _| Wier __ pee Soe 
Ee 18. CAUSE OF DEA [Eniar only one cause per lina for (a), [b), and (c INTERVAL BETWEEN 
3s PART |, DEATH WAS CAUSED BY: (7S is 4b ; p> Op SDEARDIEALY 
so IMMEDIATE CAUSE (a)__ CAA Att (tere, | S- = 
oz 
ea Y¥22.] DUE TO 
22 Conditions, if any, which (b) 
ry vu gava rise to immediate cause — -*, 7 7 <_ a 4 + a | 7 
= (a), stating the ui ng DUE TO 


cause last. te) 


After this certificate has been signed by the attend 
should be detached for use as the burial-transit permit. Then please remove carbon papers, 


ith the State Dept. of Health prior to burial, cremation, or removal, and in any event, within 7, 


= 
a 
*® 
as Fa PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)] 19. WAS AUTOPSY 
poe = 
os 3 yes [} No 
eee & | 202. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter natura of injury in Part I or Part Il of item 18.) 
= = & | OR CONTRIBUTING [] CAUSE OF DEATH 
Lat G | UF EITHER, NOTIFY MEDICAL EXAMINER) 
U2 < 20c. TIME OF INJURY Month, Day, Yaar | 20d. INJURY OCCURRED | 20s, PLACE OF INJURY (Home, farm, | 20f, (Cily or lown) (Counly) = (Stala) 
25 ra hee ate: While __ Not While factory, sireat, offica bldg., atc.) | 
2 8 = p.m. 19 lat work [] at work 1 
om , z > a 3 
H 20 21. I certify that (I) (this hospital) attended the deceased from.774- 19. 5  WEd., that (1) (we) last 
a 2 i : 
a20 saw the deceased alive on. L2. 19.6.0 and that death occured atstM, from the causes and on the date stated above. 
628 pire mes) { Fi ATTENDING MED. STAFF 22 STONED 
See SD Is rw mp. | PHYS. FY biRector [] pHs. [J 
« ° I % 22e. ARE Fas ~ 22d. ADDRESS , 
NAME (Type| 4 F, al A, s f > 
>: eo W oAr MA CheSTEeEr, 
zoo8 TE THEPEOF 2 TE RY N Mkity, ty 
meh s g Li to 
9%Qs } / TL TIO 
Fe ais (a) Re EC'D BY JREGISTRAR | 25b. REGISTRAR'S 
15M 9/60 ( : oArgOV 2 7°61 Cttun 8 Frasa 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
12482 CERTIFICATE OF DEATH : 


iE PERCE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, IF Led dom ‘edmission) 
a 
Carroll Eee STATE Maryland b. COUNTY e 


b. CITY OR TOWN [if outside corporete limits, ¢. LENGTH OF STAY IN 1b . CITY OR TOWN (If outside corporste limits, write RURAL end give neerest town) 
write RURAL end give neerest town) 


Rural--Sykesville 3y.11m.15d,_||_ Baltimore 3VO4 


d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give sireel address} d. STREET ADDRESS @, 1S RESIDENCE 


ON A FARM? 
Springfield State Hospital _ 20s a= Avenue ves [] NO fx] 


3. NAME OF First Middle 4 4 ‘BATE Month Dey ‘Yeor 
DECEASED 


ATJpstec peta} Annie Matilda Saoeihie | DEATH 11 28 19 61h 


5. SEX 6. COLOR OR RACE/7, MARRIED |] NEVER MARRIED 8. DATE OF BIRTH 4 9. AGE (In years |IF UNDER 1 YEAR| IF UNDER 24 
O last binhday) |"Months| Deys | Hours | Mi 
female white WIDOWED pivorcep [-] 6/28/83 78 ov. 
0a. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County & Stale, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 7 
Housewife North Carolina | USA 


13. FATHER’S NAME 7 | 14, MOTHER'S MAIDENNAME 
David Snelson Harriett Miles 


15. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY NO.] 17, INFORMANT ~ Address 
(Yes, no, or unkown) | (Ifyesgive warordatesofservice) 


No pees pringfield Hospital records Sykesville, Md. 


= 


Id 


in 24 hours after 


‘d in by the funeral 


ages 1 and 2 


|, cremation, or removal, and in any event, wijfin 72 hours after dea’ 


ca 


18, CAUSE OF DEATH | Enter only one cause par line for le), (b), end (c).] ; = INTERVAL BETWEEN. 


ONSET AND DEATH 
PART f. DEATH WAS CAUSED BY, s 
H IMmeniate cause @) Arteriosclerotic heart disease ’ Years 


Tt DUE TO 
Conditions, if eny, which ) Arteriosclerosis . Years 


g0Ve rise to immediete cause 
(e), steting the underlying ~ PUETO 


cause lost __ Bilateral bronchopneumonia. _Days. ae 


by the attending physician and completely 


ansit permit. Then please remove carbon 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH th NOT RELATED TO THE TERMI DISEASE CONDITION GIVEN IN PART l(e)| 19. WAS AUTOPSY 
hronic brain syndrome associated with circulatory disturbance with PERFORMED? 


2 2 YES NO 
cerebral arteriosclerosis with psychotic reactions oo. i, bx) Ol 
20e. ACCIDENT WAS UNDERLYING (J 20b. DESCRIBE HOW INJURY OCCURED, (Enter nature of injury in Pert | or Pert Il of item 18.) 


‘OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


mR 


MEDICAL CERTIFICATION 


20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 2Ge. PLACE OF INJURY (Home, ferm, | 208. (City or town) (County) (Stete) 
Hour om. While __Not While factory, street, office bldg., etc.) | 
pom. 9 ‘ot work ot work 


, 190A, that QF (we) last 


the causes and on the date stated above, 


220. SIGNATURE z =e) 226..DATE 
BES ASG MED. STAFF 
[__pirecror [] PHys. [i 


724. ADDRESS Springfield State Hospital 
"Agustin del Campo, M.D» ins Sihemilie. Maryland 
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DIRECTOR: After this certificate has been signed 


director, page 3 should be detached for use as the burial- 


¢ 


death. Pa: 


TO FUNE. 


338. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) 
REI city) - 
HORT His 11-20-61 Meadowridge Cemetery Elkridge,Maryland 
“124 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a, REC’D BY REGISTRAR | 25b, REGISTRAR'S SIGNATURE 


Wm.Cook,Inc., 1217 St.Paul Street,Zone 2 DATNOV.2 9 '61 Ctattun £ Faia 


be filed with the State Dept. of Health prior to burial, 


TO HOSP] 


a 


MARYLAND STATE DEPARTMENT OF HEALTH 
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34 3 CERTIFICATE OF DEATH 12472 


meh 


B Sz - 
“a 3 3 1, PLACE OF DEATH 2. USUAL RESIDENCE (Whare dacaasad livad, If institution: Residanca befora admission), 
wo 2s erCOUTY a, STATE b. COUNTY “ 
5 gag Carroll ____ MARYLAND Maryland 
Ea Nin ae. 3 b. CITY OR TOWN (if outside corporata limils, , LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporata limits, write RURAL and give naarast town) 
as ts a writa RURAL and giva naarest town) 
Se Syke sville 2mos. 6 dys, . J ra i] “J 
& iz % d. NAME OF HOSPITAL OR INSTITUTION (if no! in hospitel, give straat address) d. STREET ADDRESS . IS RESIDENCE 
= 20 ON A FARM? 
a field State Hospital ___ 313_Arch Street sie a OIE 
@®@ a wa First Middla Last 4, DATE Month Day 
DECEASED OF 
{Typa or print) : DEATH 
’ Mary Louise Kimmel] | PF*™ November 3, 1961 
5. SEX 6. COLOR OR RACE) 7, MARRIED |] NEVER MARRIED [] | 8» DATE OF BIRTH 9. AGE (In years |IF UNOER1 YEAR| IF UNDER 24 HRS, 
Foe Menta] Days | Hours | Min. 
Female White wioowep [_] _bIvoRCED September 5, 1896 yes. 


Toa. USUAL OCCUPATION (Give kind of work 
dona during most of working life, even if ratirad) 


sewife 


is) 
13, FATHER’S NAME 


Joseph Whalley 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 
(Yes, no, or unkown) | (Ifyasgivewarordatasofservice) 


10. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or foraign country) 12, CITIZEN OF WHAT COUNTRY? 


wall Maryland 


14, MOTHER'S MAIDEN NAME 


Mary P. Baker 


17, INFORMANT Addrass 


U.S.A. 


and in any event, within 72-hours 
3 


16. SOCIAL SECURITY NO. 


No ee ___ + _| Springfield Hospital Records 4 J 
18. CAUSE OF DEATH [Enter only ona cause per lina for (a), (b), and {¢).) ——. oat —- a INTERVAL BETWEEN 
Ni AND DEA’ 
PART I. DEATH WAS CAUSED BY; 
é ee cause a) Infected bed sore and malnubbition, severe. Months 
. 5 x DUE TO 


Conditions, if eny, which >) )__Late Ietent Syphilis, = = Years. 


gava risa to immadiata cause 
{a}, stating tha undarlying bs DUE TO 
tc) 


causa last. 


R: After this certificate has been signed by the attending physician and comp! 


should be detached for use as the burial-transit permit. Then please remove carbon paper. 


State Dept. of Health prior to burial, cremation, or removal, 


‘AL OR ATTENDING PHYSICIAN: The law requires that the death certificate be execute 
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6 Zz PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART T{a)i 19. WAS ary 
a 2 hea. ee PERFORMED’ 
o 3|C.B.S. associated with C.N.S; Syphilis with psychotic reaction | es []_ No fd 
& © [200. ACCIDENT WAS UNDERLYING [] | 2Db. DESCRIBE HOW INJURY OCCURED. {Entar natura of injury in Part | or Part Il of itam 18.) 
= & ] OR CONTRIBUTING [_] CAUSE OF DEATH 
£ & | (EF EITHER, NOTIFY MEDICAL EXAMINER) 
3 & |20e. TIME OF INJURY Month, Day, Yeer | 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Home, farm,» 20F. (City or town) (County) (Stata) 
3 a Hour a.m. Not While faclory, street, office bldg., ate.) | 
fe 2 em 19 al work t 
a 
290 21. | certify that (I) (this hospital) attended the deceased [ < Po-7 , 1961, 10. 113- 19d, that (1) (we) last 
ao saw the deceased alive on..... bh 3a19..61., and that death occured at 24.00, Bontine causes and on the date stated above. 
a8 7 , ATTENDING MED STAFF ee Son 
2 . 
Histol AIA. Abel Boe mo. |PHvs. []_oirecror [} PHYS. jet Taso 
a Pe cae 22d. ADDRESS 
pis Agustin del Campo, M/D. Springfield State Hospital, Sykesville, Md, 
Ze E 32 CREMATION, | 236. DATE THEREOF ye Ae i OR ce i 23d. LOCATION (City, town or county) (St 
pad ., (Spacify) " - 
5toes U6 OL Ved imd apo) hel “Babine ae Uy 
ae 4) js [2a FUNERAL DIRECTOR'S SIGNATURE * ADDRESS 25a. REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 
15M 9/60 NI 
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MARYLAND STATE DEPARTMENT OF HEALTH 
pivisfoe GF @rAnsricat RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 124723 


ps, 

on oe —= 

s $3 1. PLACE OF DE, 2, USUAL RESIDENCE (Whpyp deceasad lived, If institut idence before admission) 
o 2s SMES Sh a. STATE 7 Le b. COUNTY We 24 

5 on Le MARYLAND , cz — 

2 =5 b. CITY OR TOWN [if outside cosporate limits, ¢. LENGTH OF STAY IN Ib ¢. CITY OBTOWN Il oulsjde corporata limits, weita RURAL and give nearest town) 

= + S writs RAL and gi rarest town) 4 

Sen Cre Bee a =—7e 

= 3 d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give streat a@diress) ‘d, STREET ADDRESS * * . +e ~ |e. IS RESIDENCE 
7 8 l ON A FARM? 
= yes [] No [] 
3 NAME OF First APS “Month (Cavern 7 
5 

3 i 

Z : (Type or print) BL, Legh VENCE _— 4 Wel L EG? DEATH eZ a> 2G 9. 

= ng COLOR OB RACE) 7, MARRIED Jag EVER MARRIED ¢! DAFE OF BI 9. AGE {in years |IFUNDER1 YEAR| IF UNDER 24 HRS, 

3g LZ, a oO by Sf, PIF Inst birthday] [Months] Days | Hours |) Min. 

e wibowe [_] Divorced [_] 2, vis. 

3 1s. “USUAL mek (Giva kind of work | 10b. KIND OF BUSINESS OR INDUSTRY Ae BIRTHPLACE (Cougty & State, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
2 done most of working,life, pin if retirad) kp a 

= a 272. SAE 

§ : ie ee + — — 

13. FATHER’S N 4. MOTHER'S AIDEN NAME 2 

Ke 14, MO’ AIDEN N ae ZZ. 

3 Pathan, pr a ei a 

Bees Weee peceaeep EVER AED ET SE 

4 15. WAS DECEASED EVER IN U.S. ARMED FORCES? CIAL SECURITY NO. 17. INFORMANT “Address 

2 (Yes, nggor ynkown] | (Ifyesgivewaror datesofservi Z, y ae fat ae 
3 a oe a ee pe Z Wlceerie Rell —Ceze Qe 
£e 18. CAUSE OF DEATH [Enter only one cause per ling for (a), (b], and (c).] [INTERVAL BETWEEN 
46 SET AND DEAT, 
aed PART |. DEATH WAS CAUSED BY: 
33 few IMMEDIATE CAUSE (a) 3 6 Mow 

a | . ) r 4 “Aout to 
© 
2 Conditions, if Bny which () pee as 
4 gave tisa to immediate cause i a 
DUE TO 


DIRECTOR: After this certificate has been signed by the attending physician and completely 
3 should be detached for use as the burial-transit permit. Then please remove carbon papers. 


he State Dept. of Health prior to burial, cremation, or removal, and in any event, wi 


OR ATTENDING PHYSICIAN: The law requ 


may be retained by the hospital or attend 


Ad 


P. 


(a), stating the underlying 
cause last 


(c) 


iS PART It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT. NOT RELATED TO THE TERMINAL : DISEASE CONDITION GIVEN IN PART 1a) 19. WAS AUTOPSY 
g ee PERFORMED? 

= 

a Be be £24? % 7 ta - a pel a vis []_ No Eh 
= 20a. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Part | or Pari Il of item 18.) 

e@ | OR CONTRIBUTING [] CAUSE OF DEATH 

G | MF EITHER, NOTIFY MEDICAL EXAMINER) 

< 20¢. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, » 20f. {City or town) (County) {State} 
rs oar atind While Not While | factory, street, office bldg., etc.) | 

2 Son 19 at work [_] at work | 


21. | certify that (1) {this hospital) attended the deceased from. o Mo. P?.z 1%6f.., that (we) last 

saw the deceased alive on... Lae a at i the causes and on the date stated above, 

220. SIGNATURE 22b. DATE 
WY oad Moe. foe ae ai 3 


be filed with t 


director, page 


death, 
TO FUNERAL 


TO HOSPI' 


n< 
Ss 


/22c, PHYSICIAN'S — ti 22d, ADDRE 
NAME (Type) WwW Fo Ar M. p ee 
2 
Fo, BURIAL, CREMATION, | 236. UF THERFOF | 3 % OF CEMETERY OR CREMATORY. as N tk fownier county) (Stete) 2 
VAL ( 
ete el 7£ aa , Lad pe LEE aIet 


25a. 


varDEC 5 


REC'D BY REGISTRAR 
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25b. REGISTRAR’S SIGNATURE 


B'S. Sh M7 
Pra A. Teese 


Ciel 


Cite. a 


MARYLAND STATE DEPARTMENT OF HEALTH 


12 ? 8 So DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
4 ; 


3° * ‘‘y Va reth mes , SEP 
Conditions, if any, which (b) cle». 


ae CERTIFICATE OF DEATH ae 
3, : = = PLAGE OF DE ay 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
8 6 °. °. b. COUNTY 
eee Carroll MARYLAND ‘Mary land Carroll 
as BEIM, OR TOWN (M ouside corporate limits, write, LENGTH OF STAY IN Tb €. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 
5 ° e" rest town] a 
& 52 ural, Westminster 37 Years Rural, Westminster 
2 £2 &, RAN OF HORA {If not in hospitol, give street oddress) d. STREET ADDRESS Run e. tei 
5 £4 
2s is éstminster, Md, Re D. 1 (Silver Run) Aiestminster, Md, Re De 1 (Silver | v1 Nott 
ss 5 NAME OF First Middle Lost 4. Date ‘Month Doy Year 
25 (Type or print) Roy De Knouse beat November 14 i 61 
>~e 5. SEX 6. COLOR OR RACE |7. MARRIED $] NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE (In yeors RI 1F UNDER 24 HRS. 
> * Jost birthdoy) Ty 
ci Male White wiooweo (J pivorceoQ) | 7/26/1884 yrs. 
es 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
8g during, most of working life, even if retired) 
a Retired Canner Canning Factory | Adams County, Pa, U. S. A. 
a 3 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
5 ¢ 
Se | Isaiah D, Knouse Agnes Hartman 
Bo ; ECEASED EVER IN U. 5. ARMED FORCES? 16. _ ]17. INFORMANT Addi 5 
af GeO oacg0es | Mee. Rhea Kaouse, = (Silver Run) 
ot jon e us tee: 
£2 » fies 
ee 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c}.] INTERVAL BETWEEN 
s= ONS§T ANQ DEATH 
3S = PART I. DEATH WAS CAUSED BY: } 7 (23 
o § IMMEDIATE CAUSE {0} 
ar 
ES 
2 
oD 
a 
H 
2 
c 
5 
7 
3 
3 
2 
° 
So 
Y 


e gove rise to immediote 
& couse (0), stoting the under- (| OUETO 9) 
5 lying couse lost. © a 
5 a Parr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEAT! T NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}| 19. Se Peres 
as iS 
Ss yes] No 1 
© [200. ACCIDENT WAS UNDERLYING C]__[20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
= OR CONTRIBUTING (J CAUSE OF DEATH 
& (IF EITHER, NOTIFY MEDICAL EXAMINER) 
cr 2c, TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED We. PLACE OF INJURY (Home, farm, 120 (City or town) (County) (Stote) 
a Hour 0. m While Not while foctory, street, office bldg., etc.) | 
= p.m. 19 Jot work [] of work 


21. | certify that (I) (this haspital) jattended the deceased fram. 44 f 4 =" ___. : i; f, that (1) (we) last 
saw the deceased alive an. J) Y __ 19le. and that death accurred at____.M, fram the causes and an the date stated abave. 


2o. SIGNATUR ns Ty DATE 
¢ ATTENDING ‘MED. STAFF 
“A M.D. DIRECTOR PHys. CL) ues, lef 


Re. NAME tTyse} ae Al 
ype) 
K Si fy ed Atty Cet ad <p 


230. BURIAL, CREMATION, | 23b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 23d. Lt NON {City, town, or county) {Stote) 


Buria | 43/17/61 St. Marys Cemetery Silver Run, Carroll Co,, Md. 


urial 
SIGNATUR! - ADDRESS: 25a. REC'D BY REGISTRAR 25b. REGISTRAR’S SIGNATURE 
A Leite - Littlestown, Pag lomo 1.6 '61 


ed by the haspital ar attending physician. 
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Caighay i Paints 


a ep>y oo MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
12486 CERTIFICATE OF DEATH eee, 


ms 


7 i 
oe 3 1. PLAGE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. 
oO °. 
= os MARYLAND 
et ML AACA 
=o b CITY OR TOWN (IF outside Se fae Ep write [c. LENGTH OF STAY IN 1b ‘ 
g 5 RURAL ond give nearptt town) 
ae Z. LA 
a PPD PTA P24 =A 
‘Sere 4. NAME OF HOSPITAL (If not in 1 AP yz aia z2 d. STREET ADDRESS e. tS RESIDENCE 
+ xX OR UTION iy, | fZ ON A FARM? 
ae 
pa, NZ LY A hr vs E) No 
€ 
Ss: 


4. DATE Month Do Yeor 
rs Wo YY 
5 We 


9. AGE (In years 


LS lastpoirtl si 
LEG 2) EF 


3. NAME OF First Middle Lost 
(Type or print) C£o 2 CE. ad 


5. SEX 6. COLOR ORRACE |7. 
wiboweo [] Divorced [] 


10. WSUAL OCCUPATION (Give kind of wark dane|10b. KIND OF BUSINESS OR IN 
Busing most of working lify, even if retir 


LthytfoAl PRAY, 


Then pleose remove carbon papers. Poges 1 ond 2 should be filed with 


a 2 
< = 
Bee 
3 3 
ee ey 
3 
B bee 
o v oO 
$ Res 
8 885 . FATHERS NAME 14, MOTHER'S MAIDEN NAME 
o S8t/ v 
8 gee(1 tt te 
€ 303 1s, WAS DECEASED EVER IN U. 5. ARMED FORCES? |16. SOCIAL SECURITY NO. | _ INFORMANT A 
= Ge&2 ‘or unknown) |IF yes, give wor or dates of service) 
8 pfs —_ | 2/2 - O27 -IGO i ; 
fe, te 
$8 = 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), ond (c):] INTERVAL BETWEEN 
aor gees. PART |, DEATH WAS CAUSED BY: . faa 
2 os. IMMEDIATE CAUSE (0) CE LEBALAL FEL OAHMAAS > 3 etal, 
5 FR? 331X DUE TO vu 
os 
= Be > Contiiitansiitten vmOrnich if CEVELAIZED ALTER MOSHE 10S £ PLAS. 
3 3 £ 5 gove rise to immediote Gea 
£ 28 4 
5 ghee couse {a}, stoting the under- 
ze 3? 0 lying cause last te) 
robe. - [2 Pant tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1[0)|19. WAS AUTOFSY 
BLofeg = 
4358 S ves (Q NOT] 
Poo 3.08 u 
a 2 g 
Foes § © |200. ACCIDENT WAS UNDERLYING C]__[20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.) 
we eae = Y 
Zodee & [OR CONTRIBUTING C] CAUSE OF DEATH 
Zesgs G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
2stss & |20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. RA CHlOr TUE a oh 1 20f. (City or town) (County) (State) 
Ss les a Kees ae GS uNRPEIRTE Sclary aitea ott eal 
zs: 3¢ a p.m, 19 lobawark I] elseeck \ 
e5505 , ? ia $s? 
z es ee 21. | certify ye | ottended ‘< be os from_ SLES. . 19.2.2, to, NOVEM B64 29 96 C thot | lost saw the deceased 
o2a22 
awe 3 5 alive on_. a hve, and that deoth occurred ot fom, from the causes ond on the dote stated obove, 
FOS. ADDRESS (Street, city or town, stote) ~~) SIGNED 
25508 
“3 wS.8 SIGNATURE. a 
f«aqac 
ee) | PHYSICIAN'S 
; » Be NAME (Type) % . 
ie 22° ? Ro. ReMvACaopn Zac, NAME OF CEMETERY OR CREMATORY 22d. LOCATION N (City, Town, or caugty) <(Stote) 
>So * y y 
= ~ é 
oFo ke ad Az fi VMYiotidAths tilde fptad bt fags paedoapziu , ft Ci 
ee ~ REC’ 2 9 


rr 
= 
< 
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23. FF ERAL DIRECTOR'S SIGNATURE "ADDRE: 2daREC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATUQA-7 
VS A15 (4) - y-S _ LA Y 4 (pF % bed. pare DEC 4 '61 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


es OG CERTIFICATE OF DEATH 12476 
®@ ae = = a = 
3 s 3 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceesed lived, If institution: Residence before edmission) 
y 25 2 COUNTY e. STATE b. COUNTY VE 
5 eng : MARYLAND Maryland Batthnore— 
= = 35 B. CITY OR TOWN (if outside corporete limits, ¢. LENGTH OF STAY IN Ib <. CITY OR TOWN [If oulside corporete limits, write RURAL end give nearest town) 
4 ry ao write RURAL and give neerest town) i} 
ert (Sykesville seme Seeby is S ORE ed ie Ea 2 
3% d. NAME OF HOSPITAL OR INSTITUTION (if nol in hospitel, give street eddress) d, STREET ADDRESS e. 15 RESIDENCE 
i 2 ON A FARM? 
5 
3 wang aerinefield State Hospital _ |" 225 8; Broadway ___| sD nog 
mi 3. NAME 0! Middle Last 4 (eed Month Dey “Yoor 
DECEASED 
iets Ra So cae wi ee ee rs ee Beara November 22 19 61. 
5. Sex 6. COLOR OR RACE[7, mARnieD [] NEVER MARRIED [] | @ DATE OF BIRTH “]9. AGE (In yeors |IF UNDER 1 YEAR| IF UNDER 24 HRS, 
last birthdey) |"Months| Deys | Hours | Min. 
Male White wipoweo [54] DIVORCED [_] 522685 76 vs. | 


10a. USUAL OCCUPATION (Give kind of work 
done during most of working life, even if retired) 


"er =. = Poland _ 1. “UB ae 


or = = 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


J =: | Mary Boghed _ 


ohn 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT ~ Address 
{Yes, no, or unkown) | (Ifyesgive werordetesofservice)| | 
| Springfield State Hospital 


Tob. KIND OF BUSINESS OR INDUSTRY | TI, BIRTHPLACE (County & Stete, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 


Then please remove carbon papers. Pages 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


18. CAUSE OF DEATH [Enter only one couse per line for (8), (b), end (e).] INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY; ONSET AND DEATH 


IMMEDIATE CAUSE (o)_ Acute Myocardial Infarction due to ul az 


s that the death certificate be executed 


ca 


21. 1 certify that (I) (this hospital) attended the deceased from.4* mala 


11n22-61, 
22b. DATE 
RAMEY: Rbk, a0 a tz By eo eoa ee o 11-23-62" 


~ | 22d, ADDRESS 


BOR eM the causes and on the date stated above. 


saw the deceased alive on... 4 and that death occured al 


22e. Si NV. 


DIRECTOR: After this certificate has been signed by the attending physician and completely 


- 
s 
3 
53 
z= 
So * DUE TO 
z2 Conditions, if eny, whieh ) Thrombosis_of Coronary Artery |_Minutes 
25 ° } DUETO 
rs 
age eae eet i_Lympho sarcoma_ ‘ a | Non thea 
mie iz PART Il, OTHER SIGNIFICANT ea ye CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e]| 19. WAS AUTOPSY 
Sa 2 Bemmiet us SL PERFORMED? 
ue 3| Chronie Brain se he associated with Cerebral arteriosclerosis _ [ves No 1 
ve © | 200. ACCIDENT WAS UNDERLYING [] | 2Db, DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Port Il of item 18.) 
& . & | OR CONTRIBUTING [] CAUSE OF DEATH 
ne & | 0F eiTHER, NOTIFY MEDICAL EXAMINER) 
Os s 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20c. PLACE OF INJURY (Home, ferm, | 20f. (City or town) ~ (County) 
By 6 Hour e.m. While Not While factory, street, office bldg., ete.) | 
I 2 = pe 9 et work [ ] et work [ | | 
Be 
8 
> 
O& 


22c, eae L 


page 3 should be detached for use as the burial-transit permit. 
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Bos (ype) fee ene: |. Welln Springfield State Hospital, (Sykesville,Md. 
2 P3 230, BURIAL. CREMATION | 23b, DATE THEREOF | 23, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or counly) (Stete) 

@ eci y 
ot05 Burial | Nov,27,1961 St, Shani 6515 Boston St,(Baltimore,Md.) 
eee a ‘24 FUNERAL DIRECTOR'S SIGNATURE T sor Gee ODRESS a OW, ge yz _| 250. REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 

George A, We z 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


2: 77 On CERTIFICATE OF DEATH 124°7'7 
5 =.= j 2 4 8 $ 
3 23 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased care If institution: Residence before edmission) 
yp 2G e. COUNTY e, STATE b. COUNTY fi 
g 2%¢ Carroll : MARYLAND Maryland City ¥ 
Res soe b. CITY OR TOWN [if outside corporate limits, il c. LENGTH OF STAY IN tb c. CITY OR TOWN {If outside corporete limits, write RURAL end give neerest town) 
x Fs? write RURAL and give nearest town) = 
= Hye __ Sykesville 6yrs.2mos.19 days _ Baltimore 18 _ 3Ve ul / ae 
= 38 ae Weg d. NAME OF HOSPITAL OR INSTITUTION [if not in hospitel, give siree! eddress) | d. STREET ADDRESS 
3 Eas 
Pas |_Springfield State Hospital 2434 N, Calvert St. 
> & an 5B) NAME OF First Middle Les 4 DATE “Month Day 
a “4 
g EPs (Type or print) John Herbert McGowan death November 28 61 
5 Ske i ey 8 tall = = a _- ene = 
= 6. COLOR OR RACE|7. maRRieD [GRNEVER MARRIED [] | ® DATE OF BIRTH 9. AGE {In years |IF UNDER? YEAR| IF UNDER 24 HRS. 
2 of q last birthday) |"Months| Days | Hours Min. 
2 ase Male | White wipoweD []__bivorceD ["] April 29, 188), Sale "| ‘2 re | 2 
8 823 10a. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County & State, or foreign country) _| 12. CITIZEN OF WHAT COUNTRY? 
= eee done during most of working life, even if retired) AAh 
5 ee Night watchman __ Yate i) | North Carolina U,Ssh. 
Een gs 13. FATHER’S NAME ‘14, MOTHER’S MAIDEN NAME Sn a = 
‘3s 
$ oak Henry McGowan _ Gilldeppee Stotesbury 
2 $§2 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT __ Address —_ 
£ oe (Yes, no, or unkown) Rae ee Springfield H ital R a 
3s 2 2 On i || —S i eh ES pe. pringrie ospita ecords = = 
aera 1B, CAUSE OF DEATH [Enier only one cause per line far (a), (b), end (e).] a INTERVAL BETWEEN 
feiss PART |. DEATH WAS CAUSED BY; CESS NOUERTE 
Ssgae . o IMMEDIATE cause @) Bronchopneumonia = |_ Days 
2+ 7 er, 
Saag = 3 DUE TO 
zavre a 
as si§ Conditions, if any, which (b) 
eg ges gave rise to immediete couse —~_ < —— : 
FR aad {0}, stating the underlying DUE TO 
-. fos cause lest. (c) s = FA Se 
ee 2 = a F3 PART, i Rie SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Tla)| 19. WAS AUTOPSY 
segue 22 volutioal psychotic reaction. fracture, neck of left femur. ae ee 
ase “(5 Dr.Marsh, Medical Examiner, notified but _did not_accep + jurisdiction.) le el 
mou a = | 20e. ACCIDENT WAS UNDERLYING Oo 20b. DESCRIBE HOW IN INJURY OCCURED. (Enter nature of injury in Pert | or 4 fem 18.) 
Tous. & | OR CONTRIBUTING [-] CAUSE OF DEATH | 
MSES & | (F EITHER, NOTIFY MEDICAL RANE 
2555 x & [2oc. TIME OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED ) 20c. eRe SU Mh Honeaitins | 208. {City or town) (County) ‘{[Stete) 
Ries 8 Hour em. While __Not While lectory, street, office bldg., etc.) | 
Beate el pm LOL 27 fo 61. Jat work [7] ot work Hospital | Sykesville Carroll Md, 
2 2 
Hepes B 19.64, that (1) (we) last 
o 
mo ge 2 £35 Mirom the causes and on the date stated above, 
6 2s ATTENDING MED. STAFF a ANE 
2 INE 
a peg 3 mo. | PHYS. [J oiRecror [} PHYS. [X] 11/29/8 
Boe as oo | 22d. ADDRESS rs = awe 
i 33 Springfield een ats Sykesville, Md. 
Go Bee Ze. NAME OF CEMETERY OR GREMRTORY 23d. [CATION (City, ae 7) 
oA ; 
woud 
e*2 the. a a a 
VR AI5 (4) 5a, REC'D BY REGISTRAR |94b. REGISTRAR’S SIGNATURE 


15M 7/61 pare WOW 3 0°61 Clas 


MARYLAND STATE DEPARTMENT OF HEALTH 


i 2 Z 8 yg DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
e 


CERTIFICATE OF DEATH 124'78 


ot 


= ss 

® 3 & ji. nee DEATH ry usual RESIDENCE (Where deceased lived. If institution: Residence befare odmission) 

2 53 5 Ce, DpH MARYLAND oe 

= Boe b. CITY OR TOWN {If outside carporate limits, write | c. LENGTH OF STAY IN Ib {If outside corporate limits, write RURAL and give nearest town) 

8 s4 RURAL and give searest tawn} “ a yy, * 

i 23 LfadLatpits Ly P44 A JAA Dae Ap Metals LE 2a 

<= 2. G7 NAME OF HOSPITAL (If not in hospital, give pias! address) d. STREGT ADDRESS . IS RESIDENCE 

a A | Fagakstnung e | A Gok . a gee 

hm fo y, 

eae 2a fe Lt 0 Ln p Dede ves (7 NOC] 

2 £6 3. NAME OF Middle 4. DATE Month Doy Yeor 

= - , 

nN yl ‘it 

a iy {Type oF eit OEORGE HERSCHEL. MUL. ae tan ANDY 22 wb/ 
a 

3 Pa 


5. SEX 6. yet OR RACE |7. MARRIED Z-REVER MARRIED [_] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER I YEAR] IF UNDER 24 HRS. 
lost birthdoy) [Months] Days | Hours] Min. 
Pitle A G. “4 wipowep [] Divorced [J Lh, Lis i 
THPLACE (Stote or a country) 


100. BAL OCCUPATION [Give kind af work done] 10b. KIND OF Liigple OR INDUSTRY | 11. BIR’ 12. CITIZEN OF WHAT COUNTRY? 


ifring most af warking life, even if retired) A ZHU. f fi 


SANs LA 
1a/ FATHER'S NAME 14, MOTHER'S MAIDEN NAME et te 


Fiptagygpe. $-- 6 PZtA 
15, WAS DECEASED EVER IN ee frie FORCES? [\6. SOCIAL SECURITY NO. 17. INFORMANT ~ Zidane ___ 
Yes, no, oF unknown} {IF yet. giy8 for oF dates of rervice} 
a ee “YY EO AE ov 
18. CAUSE OF DEATH [Enter only ane cause per line for (a), (b), ond {c-] oa, A 
PART |. DEATH WAS CAUSED BY: VfL SPE dts tay Wea 
IMMEDIATE CAUSE (0), Selersbee ~Mietulen 
Xu 22 } DUE TO 


Canditions, if ony, which {e) 


the buriol-transit permit. Then pleose remave carbon papers. 
|, cremation, ar remaval, and in any event, within 72 haurs ofter $46 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed with 
ECTOR: After this certificote hos been signed by the attending physicion ond campletely filled 


gove rise to immediate 

cause {0), stating the under. ( DUE TO 
¢ lying cause lost. ey 
$ 0 z Ml. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
x Bale 7 
a & : ves] No LX 
& = | 200. ACCIDENT WAS UNDERLYING [J [20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Part Il of item 18.) 
pS & | OR CONTRIBUTING L1 CAUSE OF DEATH 
e G |{IF EITHER, NOTIFY MEDICAL EXAMINER) 
é) & [20c. TIME OF INJURY Manth, Doy, Year | 20d. INJURY OCCURRED  {20e. PLACE OF INJURY (Home, farm, 120F. {City or town) (County) (State) 
5 a Hour 0. m. While Not while factary, street, office bldg., etc.) | 
3 = p.m. 19 lat work [] ot work [J ' 
Ey 21.1 certify that (I) (this haspipal) ) attended the deceased fag 2 area 19 $e) ta eee. 72, 19.GL, that (I) (we) last 
z a 
® saw the/déceased alive an xf Al, and that death accurred al 2M, fram the causes and an the date stated abave. 
= 220. SIGNATURE 22b. DATE 
= —j J 


| (Fae piss H 


poge 3 should be detached for use as 
the State Board af Health priar ta buriol 


vd 
as 
= 
S83 230, BURIAL, CREMATION, | 23b. DATE THEREOF 7 ME OF CEMETERY OR CREMATORY 23d. LOGATION (City, tawn, or county) (State) 
2 >> V3 MOVAL {Specif eg, 3 
o fo », Loca zz. ADP COLO Stl bt) LtictPiliitee (ALY) a. AFR 
ee oe ‘ agen DIRECTOR'S SIGNATURE p DRESS * 25a. REED BY REGISTRAR | 25 REGISTRAR'S SIGNATURE 
; 1 
ag Z- Joie Whence (OVO | costar Fone 
18M 9/59 Z VAAL DAT ad, 


a 


, 1 Ales MARYLAND STATE DEPARTMENT OF HEALTH 
Ps" Fp mcAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
FOR STATE 


MEDICAL EXAMINER'S CERTIFICATE OF DEATH 12479 


HEALTH DEPT. |5-puxce oF beara 2. USUAL RESIDENCE (Where deceesed lived, If institution; Residence before — 


¢. COUNTY e. STATE b, COUNTY 


Carroll MARYLAND . Maryland y Baltimore 


b. CITY OR TOWN {if oulside corporate limits, c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If oulside corporete limits, write RURAL end give neerest town) 
weite eee end. RP neerest town) 


ykesville 30yrs.6mos.8days Parkville 


d. NAME OF HOSPITAL OR INSTITUTION [if not In hospitel, give street eddress) d. STREET ADDRESS 3X3 @. IS RESIDENCE 


Springfield State Hospital : None she T nog) 


. NAME OF First Middle Last 4. DATE a — i 
DECEASED 


OF 
irs ear Vincent Muns chow kis Sa November 12 »_19 61 
SEX [6. COLOR OR RACE|7, mapnieD [-] NEVER MARRIED [ak] ® DATE OF BIRTH 9. KG n yours IF UNDER YEAR| IF UNDER 24 HRS. 
si birthdey) | Months] Deys | Hous] Min. — 
Male White winowep[] _pivorceo [] September 6,190 53 ys. oe =| eee Hee 


Wa. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stele or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 


Nee ; Fone Maryland U.S.A. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Frank Munschow Elizabeth Senft 
Wee aeee | iyorgivawerordetesoaovies) 16. SOCIAL SECURITY NO.| 17. INFORMANT ~ ~ Address 
Be - Springfield Hospital Records 


18, CAUSE OF DEATH [Enter only one cause per line for (2), (b}, end (c)] r ~ | INTERVAL BETWEEN. 
ONSET AND DEATH 


PART I, DEATH WAS CAUSED BY: A 
oy SSE bance cause (¢)_ASphyxia due to occlusion of trachea with food, Minutes. 
DUE TO 


Conditions, # eny, Shick {b) 

geve rise to immediete cause 

(e), steting the underlying ( DUETO 

cause lost. (e) 
Epil il, OTHER SIG MERU CGN CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Iie)| 19. WAS AUTOPSY 


epsy wi menta deficiency. PERFORMED? 


YES No [=] 
20c. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury In Pert | or Pert Il of item 18.) 
PRIMARY [1] or CONTRIBUTING [1] 
CAUSE OF DEATH. 


Oc. TIME OF INJURY Month, Dey, Yoar | 20d. INJURY OCCURRED | 208, PLACE OF INJURY (Home, farm, | 20f, (City or town) (County) {(Stete) 
Hour e.m. While Not While fectory, street, office bidg., etc.) | 
19 jot work [=] et work [=] 


21. I certify that | took charge of the remains described above, held an Autopsy i i and in my opinion 
death resulted from: ural causes fea. Accident fx], Suicide oO Homicide [ae 

CHIEF MEDICAL EXAMINER Oo 

ASSISTANT MEDICAL EXAMINER [—] DATE SIGNED 
” DEPUTY MEDICAL EXAMINERS{_] 


NAME (Type) mes T. Ma rsh, M. Dd. Address (Street, city, town, or county) 1 / 13/ 61 


22a. BURIAL, CREMATION, . DATE THEREOF 22¢. NAME OF CEMETERY OR GREMATORY 22d, LOCATION (City, town, or country} / (Stete) 
‘ 


REMOVAL (Specify) 
a [ees [led fo- 6! Yes Cit hudoal Coy 24e. REC'D BY REGISTRAR] 24b, REGISTRAR'S SIGNATURE 
‘ath, Ye Might glee kill Did. vate NOV 2 0 ’61 Ontlhun £ Kase 


y is necessary, 
director. Pag: 


@ 


2, and 3 to the funer 


= ta 


t within 72 hoy 


it. File pages 1 and 2 


Bermi 


ted agent, prior to burial, cremation, or removal, and in any eveni 


along with form PM3. Page 5 may be retained for your files. 


ing” in pencil in Item 18. Give Pages 1, 


iting the word “pendi 


4 should be forwarded to the Chief Medical Examiner's Off 


writ 
MEDICAL 


ficate, 
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cortit 


‘ignal 


core 


please execute the 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit 


Bo or its desi 
~ = 


TO DEP 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


1249] CERTIFICATE OF DEATH 


) 


| 


hee A a 

$ 28 i rfoateay DEATH ~~. - 2. USUAL RESIDENCE (Where deceased lived, ff institution; Residence bafore admission). 
wo Su a b. COUNTY 

2 Py Carr E MARYLAND || oMiFyland re. <s : = 4 
= z b. oe OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give neerest town) 

~~ BG we uray) "Ss end give ye genres : 

Nee Ee ‘kes e By. 3m. 2d. Baltimore Val } 

= 3a d. - OF ened OR INSTITUTION {if not in hospital, give street address) ||. STREET ADDRESS = ay |e Le lpaleass 
= A FARM 
5 Springfield State Hospital 7k. Centre Street ves [] 


4 


director, page 3 should be detached for use as the burial-fransit permit. Then please remove carbon papers. 


3. NAME OF First ~ Middie "Last 4. ATE Month Day Yoor 
DECEASED 
(Type or print) Brendan Michael O'Brien Beara aa 7) rig 61. 

s. SEX ~ (6. COLOR OR RACE|7. maRRieD [DINever MARRteD [] | 8. OATE OF BIRTH «49. AGE (In years IF UNDER1 YEAR| IF UNDER 24 HRS. 


Jast birthday) 


‘a 
3 
° 
8 
a) ej 
iS Months{ Ds Hi Min. 
z male white wiooweD [] _vivorcep [ | 6-2-1892 Coe, 1s, Sa | a 
a) 10a. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | il. BIRTHPLACE (County & State, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
2 done, marae ‘of working life, even if ratired) | 
& | -- | USA 
= r13. FATHER'S NAME Pe I 14, MOTHER'S MAIDEN NAME “ = 
2 
Es Michael J. O'Brien | Annie Ellen McCormick 
1S. WAS DECEASED EVER IN ARMED FORCES? i SOCIAL SECURITY NO.| 17. INFORMANT =— "Address - 
{Yos, no, or unkown) | (Ifyesgivewarordetes ofservice) | 
_yes_(WW, I ___|217-16-7191 | Hospital Records ar SEs 
18. CAUSE OF DEATH [Enter only one cause per line for (e), (b), and (c).] INTERVAL BETWEEN 
ONSET AND DEATH 
PART |, DEATH WAS CAUSED 8Y: e 
IMMEDIATE CAUSE (a)_ Cerebral Vascular Accident a 2h hours. 
S'/ Xx DUE TO 
Conditions, it any, which (). Arteriosclerosis RACAL» (LO_years.__ 
gave rise to immediate cause 
{a), stating the underlying DUETO 


cause 


fe) 


ones, Tl, orig SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH QUI NOT RELATED TO THE TERMINAL D|SEASE CONDITION GIVEN IN PART (a)/ 19. WAS AUTOPSY 
Chronic brain syndrome “associated wi A cere ae, arteriosclerosis wit PERFORMED? 
ves NO 
psychotié reaction, a3: Bo ars * 2: Se AE) Nose 
ja. “ACCIDENT WAS UNDERLYING [] 2Db. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Part | or Part Il of item 18.) 


OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20e. PLACE OF INJURY (Home, farm, ‘ 208. (City or town) (County) (Stete) 
fectory, street, office bldg., etc.) 


20d. INJURY OCCURRED 
While __Not While 
ot work [Prat work [7] 


20c. TIME OF INJURY Month, Day, Yeer 
Hour a.m. 
p.m. 19 


. | certify that (I) (this hospital) attended the deceased from.. ih /1.5/ My , 19.5 , that (1) (we) last 
19. 61. » and that death eceutSd ds hiSm, from the causes and on the date stated above. 


com 


MEDICAL CERTIFICATION, 


saw the deceased alive on.... 


TAL OR ATTENDING PHYSICIAN: The !aw requires that the death certificate be execute 


RAL DIRECTOR: After this certificate has been signed by the atten 


age 4 may be retained by the hospital or attending physician, 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, within 72 hours after de; 


lah TENDING cE STAF 220 SIGNED 
AT I MED. ‘AFF 
Aides mp, | PHYS. DIRECTOR CL] Pxys. [St 11-7-61 
2c. ne tf "}22d. ADDRESS . 4 = 
NAME [7 
Some Ni wae WD yee | f > Ae =" yt 
HER |, | 236. DATE THEREOF — 2c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION icity, town or Faun) ~ (Stete) 
iy 
ovo | 
2°F J 104 1 Cathedral Cemete Balto, Md, 3. 
VR AIS (4 ‘ADDRESS . REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
1 5 
_[paTeOW 9 "61 CCL a 


hin 24 hours after 
tled in by the funeral 


's after death. 


4 


attending physician and completel 
transit permit. Then please remove carbon papers. Pages 1 and 2 should 


, and in any event, within“Z 


al or attending physician, 


DIRECTOR: After this certificate has been signed by the 


L OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed 


4 may be retained by the ho: 


\ 
Ld 
ERAL 


TO FUN: 


be filed with the State Dept. of Health prior to burial, cremation, or removal, 


director, page 3 should be detached for use as the burial. 


death. 


TO HOS 


VR AIS (4) 
15M 7/61 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division oO Pr epncat RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
ae CERTIFICATE OF DEATH 12481 


SS Gi a er ee eo io 
3. NAME opr ingfield State Hospital. “Middle gah 3 Battery Avenue i Dey “Year 


PS SEX: 6. COLOR OR RACE/ 7, ARRIED [~] NEVER MARRIED [~] | 8 BATE OF BIRTH 9. AGE (tn years |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
0 Ol* opt. "é, 1891 sense) [Hee] Den | Boer | A 
Z Female White wipowen [¥ pivorcen [_] FO. | 
TO. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stele, or foreign country) ‘ah / CITIZEN OF WHAT COUNTRY? 


13. FATHER’S NAME j 14. MOTHER’S MAIDEN NAME 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, If Tneiitution: Residence before edmission] 
e. COUNTY Carroll e. STATE b. COUNTY / 
_ Sexrmodl Kektinexe MARYLAND aq Maryland -Batto. _ aan 
b. CITY OR TOWN (if outsi (if outside corporate limits, » | &, LENGTH OF STAYIN 1b ||, CITY OR TO! (If outside corporete limits, write RURAL anes give neerest town) 


write RURAL end give nearest town) 


DECEASED 
(Type oF rit) Caroline O'Rourke BEnTH November 27 19 61 


done during most of working life, even if retired) 


_ Housework ih a Maryland : __ US As 


_John Evler y Mary Glenzer as =. 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | ‘16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
(Yes, no, or unkown) | (Ifyes give werordatesof service) 
No = = Springfield Hospital Records ee 
‘18. CAUSE OF DEATH [Enter only one ) cause per line for fa), (b), ond (c).] TATERVAT BETWEEN 
PART I, DEATH WAS CAUSED BY: 
IMMEDIATE cAust (o._ Pulmonary emboli sm_ urs_or day 
9) 6 DUE TO 
26 witch »Arterjosclerotic heart disease 


geve rise to immediete cause 
(a), stating the underlying 
cause last. +. 


Zz “PA DISEASE CONDITION GIVEN IN PART I(e} 19. WwW: 

Q PERFORMED? 
i 

< Schisonbewade reaction, hebephrenic type. YES fe] NO 
© | 20a. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter noture of injury in Pert | or Pert Il of item 18.) 

& | O2 CONTRIBUTING [] CAUSE OF DEATH 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER} 

% | 20c. TIME OF INJURY Month, Day, Yeer | 20d, INJURY OCCURRED | 20s. PLACE OF INJURY (Home, farm, | 20f, (City or town) (County) (Stete) 
A eae eur While __ Not While fectory, street, office bidg., etc.) | 

=: ae 19 at work et work i 


21. | certify that (I) (this hospital) attended the deceased from m27=..., 19.22, w=. 27-18L., that (1) (we) last 


saw the deceased alive on. 19.61, and that death occured 2123.30, RaBene causes and on the date stated above. 


ATURE 4 fF 22b, DATE 
ATTENDING STAFF SIGNED 
te tit oO Binecror —O Pays. Ex 11+27-61 


a he ADDRESS 


|Springfield State Hospital, Sykesville , Ma. 


Be NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or Sra (St 


2 ies 5 Randalistown,Balto co, Mde 
A at sain ase Mt, Olives 25a nee Y moon i i 
8728 Liberty Rd, Randalds: os * 
: a Mde ‘ 


Ze, BURIAL, CREMATION, 


23b. DATE THEREOF — 
REMOVAL (Specify) . 


2Sb, REGISTRAR’S SIGNATURE 
bus 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


12493 CERTIFICATE OF DEATH 12482 


1. PLACE OF DEATH 2. USUAL RESIDENCE [Where decoosed lived, If Institution: Residenca before admissign) 
. COUNTY e, STATE b. COUNTY 
MARYLAND Feo Maryland Montgomery. 


b. CITY OR TOWN [if outside corporate limits, "| ¢. LENGTH OF STAY IN 1b . CITY OR TOWN (If outside corporat write RURAL end give nearest lown) 
write RURAL end give neerest town) 


in by the funeral 


ers. Pages 1 and 2 should 


esville 2 Mos, Takoma Park _ ee). iY Se 
/ NAME OF HOSPITAL OR INSTITUTION (if not in hospilel, give stree! address) ‘d. STREET ADDRESS AG 


Springfield State Hospital 106 Sheridan Avenue _ vs (J 


3. NAME OF First Middle Lest c Dey ~Yeor 
DECEASED 


s : 
yes: ane een Prii BAN Vas 19 

5. SEX 6. COLOR OR RACE) 7, sapnieD PE] NEVER MARRIED [] | 8» DATE OF BIRTH 9. AGE (In years |IF UNDERT YEAR] IF UNDER 24 HRS, 

lest birthday) | Deys | Hours | Min. 
Male White wipoweo [] _pivorcep [[] 4-30-93 68 yn. 
10a. USUAL OCCUPATION (Giva kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {County & Stete, or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) | 
Clean Ss  —" i Boek Firm Estonia “S| U.S.A. 


13, FATHER’S NAME "| 14. MOTHER'S MAIDEN NAME 


Ferdinand Prii is T >! =i Leena Plukk a 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO,| 17. INFORMANT _ Addrass 
(Yes, no, or unkown) | (IFyesgivewerordatesotservice) 


|_ No Unknown _| Springfield State Hospital Sykesville, Md. 
18. CAUSE OF DEATH [Enter only one ceuse per line for (e), (b), end (e).) —_— % ; SNTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: ONSET AND DEATH 


IMMEDIATE CAUSE (e) Bilateral Pneummia_ a. : aD w.. || otis See. 
Le] DUE TO 


\ 


hin 24 hours after 


ours after death. 


é 


In 7; 


Then please remove carbon 


Conditions, if any, which (b)_ 
gave rise to immediate couse 
(a), steting the underlying 
couse lest. (e) ‘# 
T Ns ISEASE IN PAI . WAS AUTOP! 
PaftP hg Begnpg ag soe mons CONTRIBUTING TO DEATH BUT} ‘NOT RELATED» TO THE TERMI JAL DISEASE CONDITION GIVEN IN PART le) 19. de Soe 
Chronic Brain Syndrome associated with cerebral arteriosclerosis | ves [No EI 


20e, ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURED, (Enter natura of injury in Pert | or Part Il of itam 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


nding physician, 


DUE TO. 


ificate has been signed by the attending physician and complete! 


should be detached for use as the burial-transit permit. 


20c. TIME OF INJURY — Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, ferm, | 20f. (City or town) ~ (County) —~—=«( Stata) 
Robes ate: While __Not While fectory, street, office bldg., atc.) | 
19 et work [_] at work 1 


. | certify that (I) (this hospital) attended the deceased from... 10=20-6L. » 9 1223261... 19....2, that (1) (we) last 


saw the deceased alive on.. 1123-61. | ee 2, that death occured at. 5AM, from the causes and on the date stated above. 
22b, DATE 


ROA Ay Ree vy fe K. ated EY ia a bikecroR Oo ae [Pie 11-23-61 = 


MEDICAL CERTIFICATION 


State Dept. of Health prior fo burial, cremation, or removal, and in any event, wy 


3 
5 
& 
g 
8 

3 
2 

g 

€ 
8 

<4 
S 

3 

2 

z 
4 

£ 

5 
o. 
g 
3 

a: 
° 

= 

v 

a 

“ 

& 

“4 

i 

0 

z 

8 
ia 

H 
isl 
xt 
iJ 
cs) 


may be retained by the hospital or atter 


DIRECTOR: After this certi 


22d. ADDRESS 


. 
iL 
4 


director, page 3 
be filed with the 


NAME (Type) 


——— ; gfield State Hospital. 
23a. BURIAL, CREMATION, | 23b. DATE THEREOF 23. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) 
Ej ‘AL 4Specify) 
Biever 11/25/61 Parklawn 
24 FUNERAL DIRECTOR’S SIGNATURE ADDRESS 


Robert A. Pumphrey Funeral Home Beth. M ee 


death. P. 


TO HOSP! 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


12494 CERTIFICATE OF DEATH 124823 


oh 


We. USUAL OCCUPATION (Give kind of work T0b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Siete, or foreign country) 42. CITIZEN OF WHAT COUNTRY? 


done during mgst, of working life, even if retired) 


Ly TGs) 
ES $3 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, If Institutlon: Rasidence before edmission} 
2 ie a. COUNTY a. STATE b. COUNTY Wi! 
§ lon Carroll __ MARYLAND Maryland Frederick 
oe se b. CITY puna oad in outside corporete limits, c. LENGTH OF STAY IN Ib ¢, CITY OR TOWN (If outside corporete limits, write RURAL and giva neerest town) 
eS Fs rite RURAL end give neerest town) e. } ‘ — 
a 2. Sykesviite 6yrs.7mos .idays Frederick a hy hen 
oy 3 3 d. NAME OF HOSPITAL OR INSTITUTION {if nol in hospital, give street address) d, STREET ADDRESS e. AES 
= 
SW Springfield State Hospital 316_Park Ave, _ wae | sebiol 
$ spiel ‘Middio ‘Tat == | 4, DATE ~~ Month =s=*=*~=<i«é‘éiS ia”~C*«é er 
a : : : 
fy (ype or pin) J den William Rice | November 9, 19 61 
§ 5. SEX ']6 COLOR OR RACE) 7, aRRieD [] NEVER MARRIED [ ] | ®- OATE OF BIRTH 9. AGE yrds foENDERT YEAR [ Ee: zai 
jonths eye jours ‘in. 
8 Male White wipowen PX] vivorceo [[] October 10, 1875 "Of | 
o 
Fa 
is 
s 
o@ 
3 
4 
a 
= 
§ 
2 
= 


= 
o 
o 
3 
3 
6 
g 
2 
auto: 2 
3s & 
Ss a N 
g gas 
< 
8 Sse 
> eee 
2 z 
8 BS? 
= 
= 3E> Janitor Public School Maryland _ a! U.S. Ae 
a Bee 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
£ ag : 7 is 
8 £22 Jacob Daniel Rice Katherine Wachter 
elec 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.) 17. INFORMANT =— - Address a 
2 923 (Yes, nese unkown) | (tfyesgivewarordetesofservice) ‘ A a 
ok ee __ No > | =~) springfield Nospitel: Records» | = 
<= ete & 18. CAUSE OF DEATH [Enter only one ceuse per line for (e), (b), end (c).]_ - 7 t = = 7 7. “PNT BETWEEN 
Pa 
cota PART I, DEATH WAS CAUSED BY: 
S23 gS ; IMMEDIATE cause (e) __-—«ATteriosclerotic heart disease = |_ears: 
6535 lf vw \ DUE TO 
z2cf8 Conditions, if eny, which «Generalized arteriosclerosis $= ———CSs—sS}sSCears 
oEae 8 geve rise to immediete couse 
A323 s steting the underlying ( DUE TO 
= 243 ogee Ce Oe ” 
ae ofa z PART Il, OTHER SIGNIFICANT. CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e)) 19. WAS AUTOPSY 
geese 2 -Seassoc.with circ.dist.other than cerebral arteriosclerosis. Ps oes 
Sou ae Te = oat es 
28 532 4 © |20e. ACCIDENT WAS UNDERLYING [J | 20b. DESCRIBE HOW INJURY OCCURED. (Enter netura of injury in Pert | or Part Il of itam 18.) 
io oe & | OR CONTRIBUTING [] CAUSE OF DEATH 
Regees & | ((F EITHER, NOTIFY MEDICAL EXAMINER) 
wsse 3  |"2oc. TIME OF INJURY Month, Dey, Yeer | 20d, INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm,’ 20f, (City or town) {County) {Stata} 
252 32 $ Heuritern While Not While factory, street, office bldg., etc.) | 
aise 3 8 a tg [at work [7] at work [_] \ 
# 028 tdlovember..2.5 19...6Lthat (1) (we) last 
eal =I 
e823 2 saw the deceased alive o1 319... and that Beak sector ‘at LEQ@AMom the causes and on the date stated above. 
z 
REeeF m Ze. SIGNATURE 22b. DATE 
ATTENDING MED. STAFF ED 
Se ang / Lef mo. | PHYS.  [] Director [] PHys. 11/978 
y “S Be 22d. ADDRESS 
as 
Bias €s Agustin dig Thanos PD oe ey Springfield State Hospital Sykesville,Md. 
ces p oye 230, BURIAL, CREMATION, | 23b, DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY ad. LOCATION (City, town or county) (State) 
3 Se ea "ail 
on gs 8 Burial 11-11-1961 Utica Cemetery Near Lewistown, Md. 
A 7 ; 
24 FUNERAL DIRECTOR’S SIGNATURE oe 25e. REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 
Fan slea: NOV 1561 Cithun db, Faas 
; |_M. R. Etchison ans o 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


12495 CERTIFICATE OF DEATH 


« 
. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If ae ~ 45 4 admission) 
@. COUNTY a, STATE b. county Care | 
MARYLAND | Mayyland 
b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN Tb ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give neerest town) 
‘write RURAL and give nearest town) 
Middleburg 10 days x Rural Taneytown : 
d. NAME OF HOSPITAL OR INSTITUTION [if not in hospitel, give street 2 satel \° STREET ADDRESS 21S RESIDENCE 
Brookfield Manor Nursing Home = : = esa) Nowa 
3. NAME OF First DATE ~~ Year 
DECEASED ‘ OF 
AUS PFPA OH Emma Margaret gely DEATH November 9 196]. 
5. SEX [S. COLOR OR RACE|7. marRieD oC NEVER MARRIED [-] ] 8- DATE OF BIRTH ~[9. AGE (In years )IFUNDER 1 YEAR] IF UNDER 24 HRS. 
last birthdey) |"Months| Days | Hours | Min. 
Female White wivowep [X Divorctd [_] Ma: 1877 84 | 


10e. USUAL OCCUPATION (Give kind of work 10b, KIND OF BUSINESS OR INDUSTRY | Ti, BIRTHPLACE (County & Stete, or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 


Housewife Own Home | Ragersville, Ohio i 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAMI 


in 24 hours after 


a by, 


ly’ 


's. Pages 1 


Jacob Rhinehart #2. __s| DU pknewn = an 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address 
(Yes, no, or unkown) | (Ifyesgive weror detes ofservice) | 


__No __ Mrs, Flor Phila 
18. CAUSE OF DEATH [Enter only one ceuse per Hone. i ence Urfer,Route #L, New. INTERV: APR 


ior 


Conditions, if any, which LAN A a 2. gesat 
. 


gave rise to immediete ¢ i 
(e}, steting the un 
couse lest, 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Tle) 19. WAS AUS 
} PERFORMED! 


Fx Lupe lee p_— Conrsbo~ Varrordo ves []_ No Jd 
206. ACCIVENT WASJUNDERLY! ‘20b. Cerebro HOW INJURY OCCURED. (Enter nature of injury in Pert | or Part Il of ilem 18.) 7 


OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, ferm, ' 20f. (City or town) [County) {State} 
Houcete While __Not While factory, street, office bldg., ete.) | 
9 at work [ ] et work ! 
2. 1 certify that (I) (this hospital) attended the deceased from + 19.44, that (1) (we) last 


saw the deceased alive on..CX07) G. f., and that death occured a, , from the causes and on the date stated above, 
= 22b. DATE 


fe. SI TURE a 
E,Quydllie Lrvrprannr ——no,| ME aor Ma fe Jo?™ 


he burial-transit permit. Then please remove carbon paper: 


f Health prior to burial, cremation, or removal, and in any event, within 72 hours afterHea 


| or attending physician. 
After this certificate has been signed by the attending physician and complete: 


MEDICAL CERTIFICATION 


mod 
4 
3 
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4 
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£ 
3 
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4 
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& 
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may be retained by the hos; 


‘RAL DIRECTOR: 


1@ 3 should be detached for use as t! 


22c. PHYSICIAN'S 7 22d. ADDRESS 


NAME (Type) 
_Ambler Thompson —__|_._ Taneytown, Ma: 


23e. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, lown or county) (Siete) 
REMOVAL Pear en e 
11,196] _ Harbaugh's Cemetery Rouzerville , Penna. 


24 FUNER ey TPR ADDRESS 25e. REC'D BY REGISTR 25b, REGISTRAR’S SIGNATURE 
C.0. has ee Taneytown, Maryland _|pat NOV 13 Bf Chita f. Taina 


4 


TO HOSPI: 


be filed with the State Dept. o' 


death. Pag! 
director, pag 


> TO FUNE! 


a 
= 
2a 


< 
a 


Ss 


MARYLAND STATE DEPARTMENT OF HEALTH 
Divs i ISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 12485 


1. PLACE OF DEATH 2, USUAL RESIDENCE (Whera dgpeasad lived, If institution: Residence before admission) 
e. COYNTY aS) b, COUNTY 
MARYLAND 


ITY OR TOWN (if oulsida corporate limits, & ey F STAY IN 1b ce. CITY OR TOW) 


ay pil RURAL and gi: neerest 
anak : 


, NAME OF HOSPITAL OR hgh (if not in Hospital, Men a. Cle ta a th i 1S RESIDENCE 
c ON A FARM? 
ca 5 = (f Ao ves [] No bah 


3. NAME OF " First fiddle ~ Lest a 3 Dey => Year’ 


eh 


ald limits, write RURAL end give nearest town) 


hin 24 hours after 


ithin 72, hours after deat 
= 


DECEASED 
(Type ot print) oO | R “Re Gl 
5. SEX ~ |6. COLOR O 4 7, MARRIED [-] NEVER MARRIED [] | B. DATE OF ey eR . AGE (In years oe a TF UNDER'24 HRS. 
s = b birthday) [Months| Days | Hours | Min. 
Vd. Ci wioowe fX) __vvorceo 1} | (OFDirss 257, (or 


e carbon papers. Pages 1 and 2 should 


in and an in by the funeral 
Dept. of Health prior to burial, cremation, or removal, and in any event, 


10s. “USUAL OCCUPATION (Give kind of work 
done durjfig most of working lye, oven if retired) 


TOb. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE { 


lunty & 15. or of fmt 12. CITIZEN OF WHAT COUNTRY? 
Heda 4 x 
THER'S NAME 


RS DECEASED EVER IN U.S. © hk FGrces? IAT SECURITY NO.| 17, INFORD -- 


or unkown) (ereivearrcnaetei| 


lide X, Pesives- 
jSE OF DEATH [Enier only one cous INTERVAL BETWEEN 


that the death certificate be executed 


-transit permit, Then please remov 


is 18. C. 
8s PART I, DEATH WAS CAUSED BY: ss Sree ee 
ra J = IMMEDIATE CAUSE (a) - F 4 i — 
be : re oo | DUE TO 
z Conditions, if any, whieh (i) ee ‘Ls re 
= geve risa to immediate cause 
= (2), stating the underlying DUE TO 


cause last. (e) 


cate has been signed by the attending phys’ 


% 
> 
= 
a 
a 
£ 
uv 
2o8 
Sia 
aya 
o 
Z ig = a PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. ae ue 
eer 2 
ua é 8 ves [] No [xd 
a2. S$ 3 = 20a. ACCIDENT WAS UNDERLYING [) 20b, DESCRIBE HOW INJURY OCCURED. (Enier nature of injury In Pert | or Pert Il of item 1B.) 
Fa ° 5 @ | OR CONTRIBUTING [] CAUSE OF DEATH 
ye ebs © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
“su 
Oss2 z 20c. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED | 20¢. PLACE OF INJURY (Home, ferm, | 20f, (City or town) (County) (State) 
oot oO as i 
S28 a Hour a.m. While No! Whil faciory, street, office bldg., etc.} | 
< $ & at work 
B23 = 19 
ase. 
peo a 
eZUZ © |, from ‘i causes and on the date stated above. 
maees 2b. DATE 
fe} £a a © ATTENDING MED, FF SIGNED 
ata ct mop. | PHYS. 
do 
ABE ge 
ea Lae L146, 
eewe | VCE YyjtL/4S 
gs = 32 Ze, BURIAL, CREMATION, | 23b, DATE THEREO 23e. NAME OF CEMETERY 
cole ee MOVAL (Specify) 
o8Qe8 2 M2 fbf \Fittatrw 
Ft) AI5 (4) 24 INERA], DIREGTOR’S SIGNATURE CE am 
15M 9/60 . “4 : 
? \ ¥ We DL. 
xy) 


MARYLAND STATE DEPARTMENT OF HEALTH 
DEA q7 STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
‘tal 


FOR MEDICAL R’'S ICATE OF DEATH 2; 
HEALTH a PLACE OF DEATH EROS | El le 


=e USUAL RESIDENCE (Where decaasad livad, If institution: Residence before ad 


b. COUNTY 
. MARYLAND al 
e. LENGTH a IN Ib ‘ ida forporata limits, write RURAL and giva nearel to 

oe ad re PF AW tunalin e CAH. 


. i 

< ON A FARM? 
tbyeene P7gella 721 Gee | 
NAME OF ‘ist - Day Year 


DECEASED 


limi BLL Ag EDN SCHBE AR Wo 27 %6/ 


s 6. COLOR OR RACE) 7, MARRIED [~] NEVER MARRIED 8. DATE OF BIRTH & | 9- AGE (In yeers | IF UNDERT YEAR| tf UNDER 24 Hi 


last bicthday} rr 
wipowen pivorceo [] LO: SI as) “ ens (eee Ta oy il 


JPATION (Gfva kind of Work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Slate or f ountry) 12, CITIZEN OF WHAT COUNTRY? 


done during mos! of working life, avan if retired, Wi Ry 


rector. Page 


within 72 h 


CURITY NO.| 1 


. WAS BECEA ‘ - 
Pease ewarordgtasof servic 
“aedh 22-10 -S 1, Mite Ld LZ 

yp. “CAUSE OF DEATH [Enter (by ‘ona causa par lina for (a), (b), and (. INTERVAL BETWEEN 


PART I, DEATH WAS CAUSED BY; eg ae DEATH 
IMMEDIATE CAUSE (a) Uz 


Y2 OF / DUE TO 


Conditlons, if any, which 
geva risa to immadiate causa 
{a}, stating the underlying 


|. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT | RELATED TOT THE TERMINAL DISEASE CONDITION. “GIVEN IN) PART Ala) | i. WAS AUTOPSY 
a PERFORMED? 


yes (] No“pd” 
208. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURED, (Enler natura of injury in Part | or Part Il of itami@.) yw = 
PRIMARY [J or CONTRIBUTING [] 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month, D ar) 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, ' 201. (City or town) (County) (Stata) 
Hour a.m, Whila Not While _ | factory, sireat, offics bldg., atc.) | 
at work [_] at work | 1 


MEDICAL CERTIFICATION 


21. I certify that | took charge of the remains described above, held an Autopsy oO Inspection Inquiry and in my opinion 
death resulted from: Natural causes 4 Accident (Ea Suicide te): Homicide ia Undetermined manner oO 

CHIEF MEDICAL EXAMINER [_] 
ACTUAL F, ip, ASSISTANT MEDICAL EXAMINER [] DATE SIGNED 


SIGNAT 
DEPUTY MEDICAL exaMInee ga, Ih 
[/ MARS st Address (Streat, elty, town, or county) ( ear i/o 7. ; @f 
REMATION,| 22b. DATE THEREOF ‘l Ah NA SI “CEMETERY OR CBEMATORY 22d. LOCABION fElty, town, or country) ~~ (Stata) 


Qe, "AL (Specify) ‘ 2, 
235i DIRECTOR if 2Gf6/. ADDRES: le TURE 

VS. AISME 

Ae i ZgHe gh 
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or its designated agent, prior to burial, cremation, or removal, and in any e' 


TO DEP! 


MARYLAND STATE DEPARTMENT OF HEALTH 
ae bee iirc: RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


MEDICAL EXAMINER'S CERTIFICATE OF DEATH 12487 


1, PLACE or DEATH 2. USUAL RESIDENCE (Where daceasad livad, If Institution: Rasic 


1 


FOR STATE 
HEALTH DEPT. 


nee before admission) 


so Cogcelin! e. STATE &, COUNTY 
f2 Carroll —Maayianp | Maryland Carroll 
ee |b, CITY OR TOWN [if outside corporata limits, ¢. LENGTH OF STAY IN ib ¢. CITY OR TOWN (If outsida comporete limits, write RURAL and giva naarast town) 
$2 write RURAL and give nearest town) 
23 | Rural, Westminster 10 Years x Rural, Westminster _ 
pee i) d. NAME OF HOSPITAL OR INSTITUTION (if not oe streat address} d. STREET antes y ol a ~/ a. IS RESIDENCE 
= ON A FARM? 
@ 4 Westminster, Md, R. D 2. Westminster, Md, R. D. 2 ves ([] No [%_ 
2 3. NAME OF ” ie “Middle ‘ lst ——=««S ds. éDARTE Month ~ Dey ‘Yer 
DECEASED OF 
i Aixpalec priolh Chester L. Selby DEATH November 27 19 61 
| 5. SEX 6. COLOR OR RACE] 7, MARRIED Dnever MARRIED [7] “8. DATE OF BIRTH 9. AGE (In years JIF UNDER T YEAR| IF UNDER 24 HRS, 
atl pT), Sees Days | Hours | Min. 
Male White WIDOWED fee DIVORCED [_] 11/28/1882 TS on. | 


10s. USUAL OCCUPATION (Give kind of work ‘or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
done during most of working lifa, aven if ratirad) 


| Retired Farmer_ Fara Carroll Co., Md, _ y U.S.As 


113. FATHER'S NAME 14. MOTHER'S MAIDEN NAME aad > 


Noah Selby Ella Slonaker 


"AS DECEASED EVER IN U.S. ARMED FORCES? 17, INFORMANT Address 


no, or unkown} | (Ifyasgivawarordatesofservica) 
Mrs. Beryl Hahn, Westminster, Md, R. De 2 


10b. KIND OF BUSINESS OR INDUSTRY 


1. BIRTHPLACE ( 


16. SOCIAL SECURITY NO. 


163=30—6649 


18. CAUSE OF DEATH [Enter only one cause per line for (a, (b), end (e] INTERVAL BETWEEN 

2 ONSET AND DEATH 

PART |. DEATH WAS CAUSED BY; elorse Le. Ket Geis ecard 
IMMEDIATE CAUSE in Pree Se a Ke YpAez UE: A dient) “ = 

4y Dit, i DUE TO 


Conditions, if eny, which (b) 
geva risa to immadiata causa 
(a), steting the underlying 
cause | < : 


in Item 18, Give Pages 1, 2, and 3 to the 


4 should be forwarded to the Chief Medical Examiner’s Office along with form PM3. Page 5 may be retained for your files. 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-fransit permit. File pages 1 and 2 wit! 


and in any event within 72 hours After death. 


BUE TO 


(ch 


Z| PART ll, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(el| 19. WAS AUTOPSY 
4} 2 PERFORMED? 

$ ves [] No DR 

© | 20s. EXTERNAL CAUSE WAS ] 20b. DESCRIBE HOW INJURY OCCURED. (Enter netura of Injury In Pert | or Part il of item 18.) all = ae 

2 | PRIMARY (1 or CONTRIBUTING CF] | 

© | CAUSE OF DEATH. | 

s Y20e. TIME OF INJURY Month, Day, Year | 2Dd. INJURY OCCURRED | 2De, PLACE OF INJURY (Home, farm, © 2Df. (City ortown) —-—~—=—« (County) ~~ {Stete) 

a Hour a.m. While Not While factory, street, office bldg., ete.) | 

2 a= 19 et work [_] et work [_] | ' 


and in my opinion 


death resulted from: 


21. 1 certify that | took charge of the remains describedjabove, held an Autopsy ak et Inquiry : 
Natural causes a Accident Suicide (ol. Homicide el Ufdetermined manner oO 

CHIEF MEDICAL EXAMINER [_] 
ASSISTANT MEDICAL EXAMINER oO DATE SIGNED 


a Wp 
Ris) ee ae ee 


22¢, NAME OF CEMETERY OR CREMATORY 22d. LOCATION ( (City, town, or country) (Steta} 
eekn {Specify) 


Burial Lease. Mt, Carmel Cemetery Littlestown, Adams Co,, Pas 


IERAL OIRECTOR ADDRESS 24e. REC'D BY ary 24b, REGISTRARS SIGNATURE 
M ( aT Littlestown, Fa, y 


MEDICAL EXAMINER: This certificate should be executed within 24 hours after death. If any 


M.D. 


¢ 


please exe\cite the certificate, writing the word “pending” in pencil 


22a, BURI a: REMATION mi va 


or its designated agent, prior to burial, cremation, or removal, 


TO DEP 


Chita £, Mesa 


DATE 


= 


5 8 
= o 
se 
5 
‘ens 
ah 2 
7 
+t BSG 
“ £7s 
£ pss 
3e, 
S53 


igned by the attending physician and completely 
-fransit permit. Then please remove carbon papers. 


|, cremation, or removal, and in any event, withi 


| or attending physician. 


ate has been si 


LL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed 


4 may be retained by the hosp 


WEL DIRECTOR: After this certific 
director, page 3 should be detached for use as the burial: 


. 


be filed with the State Dept. of Health prior to burial, 


TO HOS! 
death. 
TO FUNE) 


VR AIS (4) 
1SM 7/61 


Lt 


is 


m 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
294 CERTIFICATE OF DEATH 12488 


items ~ UBu: s (Where deceesed lived, If institution, Residence before edmission) 
a, STATE b. COUNTY / 
Carrol) MARYLAND Maryland ei. Montgomery“ 
b. CITY OR TOWN {if outside corporete limits, . LENGTH OF STAY IN ib c. CITY OR TOWN {If outside ecorporete limits, write RURAL end give neerest town) 
write RURAL end give nearest town) yrs.2mos 
Sykesville 15_days ___Silver Spring IS eS ro 
d. NAME OF HOSPITAL OR INSTITUTION (i not in hospitet, give streel eddress) d. STREET ADDRESS ea HS RES NGe 
___Springfield State Hospital ’ 110 Elsworth Drive vis [] No be] 
3. NAME OF First CSc Oh Site 4. DATE Month Dey Teel ae 
DECEASED 
Cpr tN AO be Edward Joseph Shine mber 25th 19 61 
5. SEX 6. COLOR OR RACE] 7, MARRIED [Never MARRIED BX] | 8- DATE OF BIRTH 9. AGE (In yeers |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
at bighday) |“Months| Deys | Hours | Min. 
Male White wipowen [] _ivorceo [] September 27, 1892 66 are ees | cee 


Wa. USUAL OCCUPATION (Give kind of work 10, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or foreign | 12. CITIZEN OF WHAT COUNTRY? 


done durigg most of working life, evan if retired) 
Odd Jobs. - New York | U.S.A, 
13. FATHER’S NAME or = = "| 14, MOTHER'S MAIDEN NAME q 
John William Shine G. Martin 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. 17. INFORMANT " ‘Addrass 


(Yes, Pe, ff unkown} | lyesgivewerordetesotzervice) 


Springfield Hospital Records 


“W8, CAUSE OF DEATH [Enter only one cause per line for (0), (b), end (e).] 


z INSET AND DEATH 
ppereeonitessaet Oo Ba TM pecan da vee Lae 


INTERVAL BETWEEN 


DUE TO 


.} 
Conditions, if eny, which (b)_ RN GGRn ee wee Ce, 


gave rise to immediate cause 


Usa 


ee ae 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOWRELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e), 19. WAS AVTOPSY 


Manic depressive psychosis, hypomanic type. aves rot 


20a. ACCIDENT WAS UNDERLYING [] | 2Db. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Perl | or Pert Il of iter 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


{eo}, steting the underlying (- OUETO u : 
cause lest te = Eee a Ne a 
i 


2De. PLACE OF INJURY (Home, farm, ' 2Df. (City or town) (County) (Stete) 


factory, street, office bldg., etc.) | 
ron F =r , that (1) (we) last 


1 
1953, 4 


3a, fedth*the causes and on the date stated above, 


ET 226. DATE 
SIGNED, 


20c. TIME OF INJURY Month, Dey, Yeer 
Hour a.m, 


20d. INJURY OCCURRED 


While __Not While 
et work et work 


ggpital), yee the opceores fromsent, Lo, 
OV EO ancuneud9O2., and that death occured 2 


19 


MEDICAL CERTIFICATION 


21. 1 certify that {I} (this h 
saw the deceased alive on. 
22e. SIGNATURE i- 


ATTENDING MED. STAFF 
PHYS. DIRECTOR PHYS. 
M.D. Oo ror [} 1) Noy «255 I961 


2pe. PHYSIJAN'S een os 22d, ADDRESS 


NAHE] Tyee) A custin delCampo, ™%D. 


230, BURIAL, Beet | “DATE THERE ye NAME OF Gee OR EREMATORY 
‘AL (Spetity) or / 
Aaa Nav. 28° All Wik List Co eamebe 


ADDRESS: ‘25a. (REC'D BY REGISTRAR 


"DPE Gatth 1722) Lop Wed BA) \oartov 2761 


23d. LOCATION (City, fauered ty) “|. (State) 
Wtahingtn, t 


c 
25b. REGISTRAR'S SIGNATURE 


Cdn Fira 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


1 a 
; x 12500 CERTIFICATE OF DEATH nes. Ou 2 BO 
~ .£ } y 
a s Az Ve TE Oe ae 2. eure RESIDENCE (Where deceased lived. If institution: Residence before admission) 
3 °. °. 
= 2 Carroll MARYLAND i eagOUnTy 
£ Be b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN [If outside corporote limits, wri 
4 s A RURAL and give nearest town) 
7 32 Rural Tyron Few Hours ‘ Rural Union Bridge 
2 £ zg d. NAME OF HOSPITAL (If not in hospitol, give street address) ‘d. STREET ADDRESS @. IS RESIDENCE 
oO F Biel KA OR INSTITUTION / ON A FARM? 
e: ° Route 1 YS NOD) 
° € A 
° 3. NAME OF Fis 4. DATE Ye 
& DECEASED. ist Middie Lost oe Month Day ‘eor 
z (Type or print) Charle Denni. Smith ee November 18. 1960 
I 5. SEX 6. COLOR OR RACE |7. MARRIED Fa NEVER MARRIED [] | 8 DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
3 9 lost birthdoy) [Months] Doys Min, 
¥ Male White wivoweD [] OlvorceD [] October 30,1908 53 oy. 
a Wo. USUAL OCCUPATION {: kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or loreign country) 12. CITIZEN OF WHAT COUNTRY? 
g during most of working life, even ill retired) 
« Farmer Own Farm Maryland U.S.A. 
8 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
8 Thomas H. Smith Minnie Hatfield 
é L2 WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
e unknown) Mt yes ‘doles of service) ee a 5 
i No 217-36-4747 _|Mrs. Charley D. Smith, Union Bridge,Rl, Md. 
8 V8, CAUSE OF DEATH [Enter only one couse per line lor {0}, (b). ond (ch.] : UNTERVAL BETWEEN 
a PART I. DEATH WAS CAUSED BY: 49 , * 
§ IMMEDIATE CAUSE (o] ce. Erte AXkiin<one Lamarthed 
ae 
i= S2.0.} DUE TO me 


, 
Conditions, if ony, which (b) Core. Grte ¢ Rif wets 2 
gove rise to immediate 

couse {0}, stoting the under. ( DUE TO 


lying couse last. (c) 


R ATTENDING PHYSICIAN: The low requires that the deoth certificote be executed within 24 h, 


€ 

oO 

3g rf Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}[19. WAS AUTOPSY 

> - 

a 3s yes] No[} 
2 ) | © | 200. ACCIDENT WAS UNDERLYING [J [20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture ol injury in Por! | or Port It of item 18.) 

cs & | OR CONTRIBUTING [i CAUSE OF DEATH 

H & [MIF EITHER, NOTIFY MEDICAL EXAMINER} 

3 & |20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY {Home, farm, | 20F. (City or town) (County) (Stote) 
S. a Hour a.m. While Not while foctory, street, office bldg., etc. ay 

3 = p.m. 19 lot work [J ot work [J t 

3 21. | certify that | attended the deceased fram________-- ,W9SD_, to ar (Fae 19-4 Cthat | last saw the deceased 
he alive an____LA—_/. z& es " wel, and that death bnies at iL EM, fram the causes and an the date stated abave. 
= ADDRESS (Street, city of town, stote) DATE SIGNE 
2 ACTUAL 

oa SIGNATUR / Sy 


DIRECTOR: After this certificate hos been signed by the attending physician ond completely filled 


page 3 should be detached for use os the buriol-tronsit permit. 


€. 


the registror prior to burial, cremotion, or removol, ond in ony event within 72 hours ofter death. 


No. tenor pct 2b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY Tid, LOCATION (City, town, or county) {Stote) 
™AL (Specity} ? 
No 96 arch 0 od Cemeter Uniontown, Carroll, Maryland 
2. re OE: he) ADDRESS 2do. REC'D BY REGISTRAR Zab, REGISTRAR'S SIGNATURE 
5M 9/55 ys USS Taneytown, Maryland vateOV 2 1 '61 Cpt og 


< TO HOSPIT, 
moy be 4 
TO FUNERA: 


MAARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


42 50 1 CERTIFICATE OF DEATH 


. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceesed lived, If institution: Residence before edmission| 
e. COUNTY e. STATE b. COUNTY oe 
~ Carroll MARYLAND Maryland | Anne Arundel 
b. CITY OR TOWN {if outside corporate limits, | c. LENGTH OF STAY IN Ib ©. CITY OR TOWN (If outside corporete limits, write RURAL end give neerest town) 

write RURAL end give neerest town) 


Henryton 363 days _ Gambrills : Beste, ede 


d. NAME OF HOSPITAL OR INSTITUTION (if nol in hospitel, give street eddress) “d, STREET ADDRESS . IS RESIDENCE 
ON A FARM? 
_______Henryton State Hospital ves bg NOT] 
3. NAME OF First Middle Last 4. DRTE Month Dey Yeer 
DECEASED 
(Type or print: Searn 
pee a le Jerry é. _ Smith November an 196). 
5. SK 6, COLOR OR RACE) 7, MARRIED fe] NEVER MARRIED [-] ] 8. DATE OF BIRTH "]9. AGE (In yeers |IF UNDER1 YEAR| IF UNDER Pas 
ast birthday) ees) Days | Hours Min. 
Male Negro = . wipowen [_ | DIVORCED [_] | Sep bar 9, 1899. 62 yrs. 
IDe. USUAL OCCUPATION (Give kind of work | 1Db. KIND OF BUSINESS OR INDUSTRY | iz BIRTHPLACE (County & Stale, or foreign country) | 12, CITIZEN OF WHAT COUNTRY? 
done during most of working life, even it retired) 


Laborer | Unknown | Bristol, Maryland =| USA 


13, FATHER’S NAME | 14. MOTHER'S MAIDEN NAME 


— 


id 


in 24 hours after 
din by the funeral 


jours after deat} 


a 


ld be detached for use as the burial-transit permit. Then please remove carbon papers. Pages 1 and 2 


| Mary Elizabeth Dorsey 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address 
(Yes, no, or unkown) | (Ifyesgivewarordetesofservice] 


No 218-03-5313| Jerry Smith - Patient ae 

"RUSE OF DEATH (Enter only one couse per line for (e), (b), end (c).] ji TNTERVAL BETWEEN 
INSET AND DEATH 

sat ing SUN UAECAIR NY Mendned tie, Cerebro-vascular accident 


DUE TO 
Conditions, if eny, Which ») Far advanced bilateral cavitary pulmonary tbc. | _ 
geve rise to immediete ceuse 
(¢), steting the underlying DUE TO 
couse lest. * te} 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT | ‘NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. ny Hee 


ves [] no [J 


| or attending phy: 2 
cate has been signed by the attending physician and complete! 


2De. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Pert Il of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20c. PLACE OF INJURY (Home, ferm, 2D, (City ortown) (County) (Stete) 
ae While __ Not While factory, street, office bldg., etc.) | 
19 et work [| et work 


f Health prior to burial, cremation, or removal, and in any event, withi 


MEDICAL CERTIFICATION 


9 to. Nove..2..., 19, that (I) (we) last 


the deceased (ve o1 , phi the causes and on the date stated above, 
22e. SIGNATURE 22b. DATE 
ATTENDING MED. STAFF 
he, ans F. ney Mp. | PHYS. (_sopirector [R) PHys. } Nov. 21 188P 
22c. PHYSICIAN'S — ~ | 22d, ADDRESS 
NAME (Type) 
dgars M, Maculans, M. D, | Hemryton, Maryland... : 
23e BURIAL, XCREMATION, Zab. DATE THEREOF | 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (Stete) 
REMOVALS (Specify) 2 = ie 
(f-L6-6!\ Pletes Butlrk AA Tel. 


24 pe DI Sais 'S SIGNAT: ADDRESS 25e. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


SH Rive Wradlorok, Dt, |oatOV 2 8 '61 Olnthan £. 
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may be retained by the hos; 


DIRECTOR: After this cer! 


& director, page 3 shou! 


be filed with the State Dept. of 


< 
os 
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MARYLAND STATE DEPARTMENT OF HEALTH 
Prysipls ti + dial a RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


__ 12491 _ 


DIVORCED 


“Hours | Min. 
yrs. | 


ie i. 


winowen PS, 


| Gk /- /§6 6 


Ie. USUAL OCCUPATION (Give kind of work 


done during ie working a3 even } relired) 
13. FATHERA NAME 


Whar Tee 


1S. WAS DECEASED EVER IN ARMED FORCES? 


(Yas, no, or ope! 4 yaar mages 
Fee bam") sae ona cau 


Nek. 


Se) 
24 
3 
5 
° 
x 
o 
© 
2 
2 
a 
8 
: 
o 
8 
= 
3 
© 
Ee 
& 
cal 
£ 
<i 
od 
i 
= 
2s 
© 
oe 
= 


(a), steting the underlying 


| IDb. KIND OF BUSINESS OR ol) 


] 16. SOCIAL SECURITY NO. 


Y-0/-3 S25- eh 


5 seg fine for (0), (b), and (e).] 
3 PART I. DEATH WAS CAUSED BY: 
Dy IMMEDIATE CAUSE (e) 
ua 329 
a oS 2K DUE TO 
2 Conditions, if any, which (b) 4A: 
geva risa to Immediete couse 
DUE TO 


12. CITIZEN OF WHAT COUNTRY? 


en 3a 


Il, BIRTHPLACE (County & Stale, or loreign country) 


5 B 
pas - ——_ —— 
3 2 1, PLACE OF DEAT! 2, USUAL RESIDENCE (Where deceesad lived, If inslitution: Residence before i a 
aie, ¢. COU b, COUNTY 
g 29e 2 CE NE el 
J ay b. CITY OR TOWN [if oulside corpo limits, ¢. LENGTH OF STAY IN 1b [if outside corporels limits, write RURAL ave give neerest town! 
« BED ite RURAL and giveneerest Jol \e 
Ail ae 4atee A | 34” Ye |/\ wpe 
2 39% R INSTITUTION (if not in hospitel, give sireefaddress) |e. IS RESIDENCE 
ye | ‘ON A FARM? 
ts = yes [] NO 
ss <n “NAME 01 OF First Middle TE Month Dey Yeer 
ECEASED 
nN 
se ~E- SPAHR Sem Yor /2. 9 Y 
£ 7 = | 
= A c ae OR Ale 17. MARRIED [_] NEVER MARRIED | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 
= st Bithdey) Months) Deys 
6 
> 
= 
6 
“< 


a7. ELaecoed 


7 INTERVAL (ied 


Al t/e AND DEATH, 


INFORMANT 


ee 


couse lest. 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT | NOT RELATED “TO THE TERMINAL DISEASE “CONDITION GIVEN | N PART 1(e) 


. WAS AUTOPSY 
PERFORMED? 
yes [] NO 


2Db. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Part Il of item 18.) 


21. 1 certify that (I) (this hospital) attended the 


saw the deceased alive on.. 2D: a 


20f. (City or town) {County) ~ (Stete) 


fectory, streel, oltice bldg., ete.) , 
H 


| 2De. PLACE OF INJURY (Home, farm, 


hat (1) (we) last 
at death occured af%@X..M, from the causes and on the date stated above. 


220. SIGNATURE 


a Zz 

5 2 

iS) < 

= og 2 

4 & | 2da. ACCIDENT WAS UNDERLYING [J 

q & | oR CONTRIBUTING [] CAUSE OF DEATH 

oy © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

oO = 20. TIME OF INJURY — Month, Dey, Yeer | 20d. INJURY OCCURRED 
g r= Hour a.m While __Not While 
aA = at work [| at work [_] 
a 

2 

4 

a 

ie) 


it 
3s 
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° 
8 
me) 
2 
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22b, DATE 


director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon papers. Pages 1 and 2 


be filed with the State Dept. of Health prior to burial, cremation, or remoy, 


ATTENDING ‘MED, STAFF SJGNE 
4 Mp. | PHYS. pirecror [J Pays. [1] Via ew i 
22e. PHYSICIAN'S 22d. ADDRESS , = - 

fd NAME (Type) NeGe Porterfield} Hampstead,Md, 

“om = = ee! ss 

Og > 238. BURIAL, CREMATION, ab. DATE THEREOF 23d. LOCATION (City, town or — (Stete) 
coh OVAL (Spe: = t 

920 Dali aunll Lo “Ye 
ae 24 FUNERAL mig SIGNATURE 25a. NO Na Y REGIS. RAR | 25b. rei pa NATURE 

YR AI5 (4) ¢ Conlon 

15M 9/60 — = ie ne 


MARYLAND STATE DEPARTMENT OF HEALTH 
te SE ISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


pay CERTIFICATE OF DEATH 12492 


5 Rea ee DEATH < 2. USUAL RESIDENCE a doceesed lived, If institution: Residence before admission) 
a. Y ll 


tie Tg MARYLAND Od hae bid if a OP astul 


b. CITY OR TOWN (if outside asus limits, "| ¢. LENGTH OF STAY IN 1b 


jamieriees ae a ITY OR TOWN {If outside oe va limits, write RURAL and give neerest town) 
a), ee COM eitep | "hy Xe fe tecindf 
d. STR 


Johan OF Host TAL.OR INSTITUTION (if not in hospitel, aye sh eddress) EET ADDRESS ‘@. 1S RESIDENCE 
y 


(Akkk) bouv, Keted. : | eit 


ene CHa ff. LES - FST AWS BUR, vail See Wor 


re 25 ee [6 COLOR ORRACE|7, p4appieD [_] NEVER MARRIED B. DATE OF BIRTH 9. AGE (In yeors [IF UNDERT YEAR| IF UNDER 24 HRS. 


VC | Te) WIDOWED DIVORCED Jitareh wS~ L576 6 gee i) Sag Ge | ial 


De, USUAL OCCUPATION (Give kind of work (ay KIND OF ew OR INDUSTRY | 11. BIRTHPLACE (County & Sete, or foreign country} 12, CITIZEN OF WHAT COUNTRY? 


(ee ae "len vi even if retired) | Ww G p Gs BT mee WwW SA 


in 24 hours after 


a 


EB FATHER NAME " 14, MOTHER’S MAIDEN NAME 


a bdites NA teeta hus Vatitle 7 Hod: Cé- 


15. WASPECEASED EVER IN U.S. ARMED FORCES? [16 pg 2 Wh No, INFORMANT 


(Yes, nogfor unkown} ee ee Wiles i) } Me Sine b. =e Me ¢ — Zed Yih it A 


1B. CAUSE OF DEATH [Enter only ona causa per line for ? Z 0. (e).] INTERVAL BETWEEN 

SET AND DEATH 
PART I. DEATH WAS CAUSED BY; 
IMMEDIATE CAUSE fe) Cerebral Thrombosis _ L f __|_4 days 
: 2 DUE TO 
Gahations, isnysawhich » Cerebral Arterio-Sclerosis 10 yrs 
} Sal U OT" : : 

geve rise to immadiete couse il - be en 

(a), steting the underlying (| DUE TO 

couse lest. a te) 


————— —— i = = 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{e)| 19. WAS. West 
a PERFORMED} 


ves [} No fg] 


20e. ACCIDENT WAS UNDERLYING [] | 2Db. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Part | or Pert Il of item 1B.) 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


20c. TIME OF INJURY Month, Dey, Yeer 20d. INJURY OCCURRED | 2De. PLACE OF INJURY (Home, ferm, | 20f. (City or town) (County) > {State) 
Hour e.m. While Not While factory, street, office bldg., ete.} | 
et work at work 


MEDICAL CERTIFICATION 


p.m, 19 


21. | certify that (1) (this hospital) attended the deceased from. March... s 196... 10. MOV ge dpe 1961, that (1) (we) last 


saw the deceased alive on 3 96}...., and that death occured %...a-.M, from the causes and on the date stated above, 


22b. DATE 
ATTENDING MED. STAFF SIGNED 


l : mo. | PHYS. (XY ooirector [} Prys. 
22¢. PHYSICIAN'S ~ 72d. ADDRESS, 


NAME (Type) M, G. Porterf “i Haupstead, Md. 


230. —qURIAL, CREMATION, Thaw Ye TWlece gave OF CEMETERY O! oA A 23d. 4.OCATION (City, Wa ‘or e gy Ue 


OVAL (Specfty) s 
Fea ADSL 4 / Atta Ll 
LS DIRECTOR'S SI dL Pau a7, 25a. REC’D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
[pte eee Wee pes Wi “ag DATE NOV 8 61 Cikhua _& Faas 
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he State Dept. of Health prior to burial, cremation, or removal, and in any event, 


ge 3 should be detached for use as the burial-transit permit. 


director, pa: 
be filed with t! 


MARYLAND STATE DEPARTMENT OF HEALTH--BALTIMORE, 18 
42504 CERTIFICATE OF DEATH ae 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Resid bac ase '@ Bimitsion) 


o. COUNTY ‘ 0. STATE b. COUNTY 
CHRO ae MARI CLAL. CI Rok. 
b. CITY OR TOWN (If outside corporole limils, write | ¢, LENGTH OF STAY IN Ib ¢. CITY OR TOWN (IF outside corporote limits, write RURAL and give nearest town) 
RURAL ong give nearest town) C. ail 
bs 4M) STE G WA PU lal STEA 


d. neve Tea ita (if not in hospitol, give street address) d. STREET ADDRESS e. 's RESIDENCE 
198 KH0 LFYZ | SS A440 UE ves] No 


3. NAME OF Middl Lost 4. DATE Mi ve 
Nat ee idle i lonth ear 
% 


First ODay 
iF 
(Type or print) CLAKES! C4. SAA “7 = S7E/Y bean = (Ayes (ST WoL 
S. SEX 6 COLOR OR RACE |7. MARRIED fa] NEVER MARRIED [1] |8. DATE OF BIRTH AGE (In seer IF UNDER 1 YEAR|IF UNDER 24 HRS. 
Apt Mi Te ean 25 P9C] mem me |] 
10a, USUAL dd elt give kind ef bei 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
Nato aerie Mere eae 
LUWEL ie biécre1 € Co ge vtv9aVD . S.A. 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
VESSE fexyers STEA A402 OR Do kA 
So WAS OEceESED va Ne U.S. Ga alse 16. SOCIAL SECURITY NO. |17. INFORMANT Address ke 
Bisel gcc h 
Yo) ; 2/206 4924 Wye Aros. Steray Sjpy 0S WHO We. Ber Hee 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b). and tc}.] INTERVAL BETWEEN / 


ONSET AND DEATEi 
PART |. DEATH WAS CAUSED 8Y: 2 
IMMEDIATE CAUSE (o] Cc, Sf S f 


onl 
a 


the funeral directar, 


# 


Then please remove carbon popers, Pages 1 and 2 should be filed with 


Cx ® 


J 


Conditions, HAS, which 
gove rise lo immediate 
cote (0), sloting the under: 
lying couse lost. 


Pant Ul. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a}{ 19. i fo noe tail 
ae MI 


CLAL BAAS TK teMLOSt8 wit be hi AE pap tSS IP Fo 8 \ wo Nog 


20c. ACCIDENT WAS UNDERLYING ) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il of item 18.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED —|20e. PLACE OF INJURY fHome, form, | 20f. (City or town) (County) (Stole) 
Hour a.m, While Nol while factory, street, office bldg.. etc.) | 
p.m. 19 lot work [] of work [ ' 


21. | certify that f attended the deceased fram._. WE, 1942, 0 fy LS... 19EL that | tast saw the deceased 


oe, 
alive an Me4_43, 19 Ries and that death accurred ot 3.4m, fram the causes and an the date stated above. 
+ ’, ADDRESS (Street, city or town, stote) ATE SIGNED 


SeNATUR D. “14ST CC 


muarins Lvl L/L STEWART We STAIINSTEE “72. 


LMA ala LL Eh aa le AED LEI SER, 
‘2a. BURIAL, Renae ‘2b. DATE THEREQF Me. E O) EMEY RY OR CREMATORY. 22d. LOCATION (Cjty, town, or county) (Stote) 
er, Lizahieg, ; ZH 
OO NWLLELE, KL ft te Lae UIaAL 
23. Z Y 3 
@ g 3 Z 
Ly, LG f “a 


that the death certificate be executed within 24 haurs after death. Poge 4 


ires 


gned by the attending physician and campletely fill 


R ATTENDING PHYSICIAN: The low requ 
d by the hospital or attending physician. 
; After this certificate has been si 
MEDICAL CERTIFICATION 


RECTOR 
poge 3 should be detoched far use as the burial-transit permit. 
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LOR ATTENDING PHYSICIAN: The law requires that the death certificate be execul 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISIO! Bat} TISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
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_GERTIFICATE OF DEATH 12 


es ov 

5 = = = = 

aa 3 3 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admis 

: 25 eeUN el 2 ‘eer b. COUNTY 

g gh Carro we MARYLAND || ae ie nie = 

s “Us b, CITY OR TOWN (if outside corporete limits, | c. LENGTH OF STAY IN 1b © CY: OR Max If outside corporete limits, write RURAL and give neerest ‘Yown) 4 

a Fas write RURAL end give neerest town) ) V if & 

Seren Henryton_ | i341 Days | ss Baltimore Si 6 

£ yon d. NAME OF HOSPITAL OR INSTITUTION [if not in hospital, give street & ees ||". STREET ADDRESS @. IS RESIDENCE 
” ON A FARM? 

a $ { ___Henryton State Hospital i 1319 Argyle Avenue _ ves L] No [X). 

“ef 3. NAME OF First Middle Lest ) 4. DATE Month Day Yeer _ 
ee DECEASED | Ser 
a ea Cora Stevenson | Paes 196 
= 5. SEX 6 COLOR OR RACE) 7, MARRIED [] NEVER MARRIED []| ®& DATEOFBIRTH == 9. Fetes eeaiats Sei eRe) IF UNDER 24 ks. 
= hee Ci | “Deys | Hours | Min. 


Female a Negro | woownX] DIVORCED [_] 1-4-1887 yes. 
le. re] & State, or foreign «1 


3 

Qa 

= 

So 

3 

Se) 

& 

Fr . CCUPATION (Give kind of work | 1Db. KIND OF BUSINESS OR INDUSTRY | TI, BIRTHPLACE (County & Slate, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 

3 done during most of working life, even if retired) 

® Housewife | Chicago, 111 © 0.6 be 

a 13. FATHER’S NAME | 14. MOTHER'S MAIDEN NAME 

a 

2 

as} nown ss —_ | Unknown ae SS. e. 

S 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY NO.| 17. INFORMANT Address 

4 {Yes, no, or unkown) { (Ifyesgivewerordetes ofservice)| j 

2 Pi | Unknown __ Cora Stevenson- Patient = we SH Ek 
ee 18. CAUSE OF DEATH [Enter only one couse per line for (a), (b), end (e).] INTERVAL BETWEEN 


ONSET AND DEATH 
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Oyu PART |, DEATH WAS CAUSED BY: : 2 z 

gy ae IMMEDIATE CAUSE (e) Cerebrovascular Disease, Hemiplegia | 
=e bn? rf 

a529 — ra DUE TO 

o4a 8 : 7 Z : 

£ers§ RR ) Arteriosclerosis, Hypertension. = = i 

oe-a8 geve rise to immediate ce 

Ree (e), steting the under he. 

CE ae couse last. )_Moderately advanced pulmonary Tuberculosis | 

Seta z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e)| 19. WAS AUTOPSY 
“oO Q ee “>, 

fee s OO R2 ves [] no [J 
$ —_ | 
83 32 (]_ | # |2be. ACCIDENT WAS UNDERLYING []_ | 2Db. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Pert Il of item 1B.) 

And \J |B ] OR CONTRIBUTING [1] CAUSE OF DEATH 
£22%=« & UF EITHER, NOTIFY MEDICAL EXAMINER) 
S05 = = i” = = a, 
B28 % | 20c. TIME OF INJURY Month, Dey, Yeer | 204, INJURY OCCURRED | 2De. PLACE OF INJURY (Home, a 2Df. (City or town) (County) (Stete) 
ve oe 5 Heue .Teien, While __ Not While | fectory, street, office bldg., atc.) | 
8<3% : Cee, 9 et work [_] et work [_] | 
ame 
208 2 21, I certify that (1) (this hospital) attended the deceased from... July....7. ; el, toNovember...1 9.61 that (1) (we) last 
8932 19.611.., and that death occured a M, from the causes and on the date stated above. 
>e ls 22a. SIGNATURD YO iL. ee ger ie 
saad g ATTENDING STAFF D 
a ang lg aw Fy Wee fans, mo, | PHYS. = [J Director ) PHys. [J Nov, 15 ,186t 
s ae 2c. PHYSICIAN'S rt T= lo 22d, ADDRESS = 
72S NAME (Type) 

aoe idgars M. Maculans, M.D | Henryton Stae Hospital, Henryton, Md. 
Re 2 23 23a, BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 234. oe (City, town oF rs (Stele) 

gu 9 MOVAL g (Speci St . 2 k SL > , 
o% 908 LOt\| fal. ft Bo beet 
Bhs (4) 24 FUNERAL DIRECTOR'S ge ADDRESS 25e, REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 

15M 9/60 C £ 
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funeral director. Page 
te Board of Health, 


ined for your files. 


, 2, and 3 to the 


1 in Item 18, Give Pages 1 


in pencil 


tificate should be executed within 24 hours after death. If any 


is cert 


Thi 
writing the word “pending” 


MEDICAL EXAMINER: 


fy 


TO DEPU 
4 should be forwarded to the Chief Medical Examiner's Office along with form PM3. Page 5 may 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 1 and 2 wy 


please execute the certificate, 


VS. AISME 
5M 7/59 


MARYLAND STATE DEPARTMENT OF HEALTH 
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12506 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 


Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


DEPT. 


write RURAL end give nearest town 
d. "La fi hie ‘OR INSTITUTION (if not In hospital, giva OF dress) 


fesse sae 


iG — YEAR| 
Ieeoe Days 


& DATE OF BIRTH 9. AGE (In years 


“]6. COLOR OR RACE 
é last birthday) 


7. MARRIED [_] NEVER MARRIED 


WIDOWED fle DIVORCED = 


S902 


> 4 24 a5 = 
1. PLACE OF DEATH i) 2. USUAL RESIDENCE (Where decaesed livad, If institution; Rastaarice bélore admission} 
@. COUNTY a. STATE b, COUNTY 
" z a a MARYLAND 
b. CITY it Outside corporete limits, c. LENGTH OF STAY IN Ib . fa limits, write RURAL end givanearest wm) 


d, STREET @. IS RESIDENCE | 
ON A FARM? 
Ab ttrrcent. hare. b Cregat Can. Cepoe..4_| {0 
3. NAME OF First Middia 20 i= 4. D. Month "Yeas 


Greoreim — SAFPRLES DAVID WAGER mm NOY / wy 


IF UNDER 24 < 
Hours 


sh Min, 


io SF 
PLACE (Stata or foreign country! ., 


Wa.” USUAL OCCUPATION (Give kind of work | 10b KIND OF BUSINESS OR IN 
dong during life, even if ratirag) f 


) 15. WAS DECEASED EVER 1 
(Yes, no, or unkown) | {Ify. 
—_— 


6 


24-03-77. 


ivewerordetasof sora) 


PART |. DEATH WAS CAUSED BY; ( a aoe } INSE 


j 12. CITIZEN OF WHAT COUNTRY? 


"| 14. MOTHER'S MAIDEN Sx 4 s as 7 ead ns 
ECURITY ae Pale waatey, lin ‘Address X K— Ts 


16. CAUSE OF DEATH {Entar only ona “cause per lina for | (e), (b),. Me {e). 27 3 IER aaerwe 


DUE TO 


Conditions, if eny, which (b) 
gava rise to immadiate causa 
(0), steting the undarlying 
cause lest. i rom 


DUE TO 
(c) 


IMMEDIATE CAUSE (2), a a Oke SAA ARDY aa af it 2. 


DEPUTY MEDICAL EXAMINER [_] 


Zz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE JAL DISEASE CONDITION GIVEN IN PART I(al) 19. WAS AUTOPSY 
ee Se. a PERFORMED? 
i 
< yes [] NO 
= | 20e. EXTERNAL CAUSE WAS | 20b. DESCRIBE HOW INJURY OCCURED. (Entar nature of injury in Pert | or Pert Il of item 18.) - 
& | PRIMARY [7] or CONTRIBUTING [] | 
G | cause OF DEATH. | 
3S 20. TIME OF INJURY Month, Day, Yeer | 2 JURY OCCURRED | 200. PLACE OF INJURY (Home, ferm, | 20f, (Cily or town) (County) (Stele) 
5 a Wile Not While fectory, street, office bldg., etc.) | 
: as 19 work at we | i 
21, I certify that | took charge of the remains described above, held an Autopsy | Inspection Inquiry and in my opi 
; Natural causes Accident [/|. Suicide [2h Homicide Go Undetermined manner oO 
CHIEF MEDICAL EXAMINER [_] 
Sm mp, ASSISTANT MEDICAL EXAMINER [_] DATE SIGNED 


“Ze. LAK OF Std ‘OR CREMATORY 


22d, LOCATION (City, tgwn, or country) 


or its designated agent, prior to burial, cremation, or removal, and in any event within 72 hour¢ aftjmmpath. 


re, S FUNERAL I DIRECTOR 


Address (Street, elty, town, of county) Cnepou M/ifol 


ee 


MARYLAND STATE DEPARTMENT OF HEALTH 
own sn RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH O4C 
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ae 
ae ee: = — —— 
= 33 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceesed lived, If institution: Residence before adm 
5-2 e. 
pe an a. STATA, b. COUNTY , 
. arylan | 
3 28 _Carroll a ke MARYLAND || vlan [Timor & 
Pe 9 b. CITY OR TOWN [if outside corporete limits, | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN {If outside corporete limits, wrile RURAL end give nearesl town) 
ws a8 write RURAL and give nearest town) 
S eo5 Henryton Caro Catonsville 6 avrg 
£ pes d. NAME OF HOSPITAL OR INSTITUTION (if not in Te ai street address) d. STREET ADDRESS t e. 1S RESIDENCE 
ou | ON A FARM 
Sa 3 Henryton State Hospital i 141 Wesley Ave ves |] no [3 
yous AME OF First Middle” Last 4. DATE Month Bay po eS 
Ss Sqn DECEASED Or 
go (Type or print) Mary Walton | DEATH Nov 19° 1961 
4 — = boue = nn ‘ a 
® 8s S. SEX |6. COLOR OR RACE | B. DATE OF BIRTH ¥ IF UNDER T YEAR| IF UNDER 24 HRS, 
9 of MARRIED FORNEVER MARRIED 
8 va F iad /Months| Days | Hours Min. 
2. 8S emale Negro wiowen[] _pivorceo[}| Oct 21 91917 | 
Ss &§e TOa. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11. EIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
2 836 done during most of working life, even if retired) 
5 38 Housewife Mone _ __| Alabama | U.S.A. 
Me ae 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME ot 
= an 
a 
3 52 Arthur Toney _ Lena King ~ 
> = 1S. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY NO.| 17. INFORMANT ‘Address "= 
£ s (Yes, no, of unkown) | (Ifyesgivewarordate: ofservice) | 
=e oF No ___Unknown Mary Walton,- Henryton State Hosp. ,Henryton 
= ’ 
re 18, CAUSE OF DEATH (Enter only one cause per line for (a), (b), end (c INTERVAL BETWEEN 


ONSET AND DEATH 


jires 
ician. 
After this certificate has been signed by the attend 


PART I. DEATH WAS CAUSED BY, 
_# IMMEDIATE CAUSE i Car Pulmonal _ 


2 DUE TO. 
Conditions, if eny, en ) Far advanced Bilateral Cavitary Pulmonary TB 
gave rise to Immediete cause 
(a), stating the und ing 
couse last. ) 


DUE TO 


The law requ’ 


23¢, NAME OF CEMETERY OR CREMATORY 
Nov. 24,) Cakdale Cemete 


IERAL DIRECTOR'S SIGNATUI ADDRESS 
pei pawnes Eos a 3035 &% 


23d. LOCATION (City, town or county) (Stete) 
Brighton Aalabama 


13, 


ae ae CREMATION, | 23b. DATE era 


oun pecity) 
ENS 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, wit 


death, 


£ 
- o 
23 
a5e 
e 
abr 
b2e 
3 ga 
io = ~ = a Ss 
a Set z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a]| 19. WAS AUTOPSY — 
Hoes re eee PERFORMED? 
lence 8 yes [] No [3] 
“oes © ]20a. ACCIDENT WAS UNDERLYING [J | 20b. DESCRIBE HOW INJURY OCCURED, (Enter nature of injury in Part | or Part Il of item 1B.) =, 
a1 ae & | OR CONTRIBUTING [] CAUSE OF DEATH 
ness G ]{IF EITHER, NOTIFY MEDICAL EXAMINER) 
Us 3 % | 20e. TIME OF INJURY Month, Day, Yeer | 204. INJURY OCCURRED | Ze. PLACE OF INJURY (Home, farm, "208. (City or town} (County) (State) 
2553 ms Reimers While __Not While factory, street, office bldg., ete.) | 
2 2 23 = 19 ot work et work | 
‘am 
HeOs D.. cur 19.84, that (I) (we) last 
H 
E203 saw the sung on. and ign rae cad att LE AMom | the causes and on the date stated above. 
Oo 
meee 22a. SIGNATURE 22b. DATE 
fe} ae ATTENDING STAFF SIGNED 
= ar (FS [er 4a. PHaens a7, mo. | PHYS. = J DIRECTOR Oh pays. 
5 & 22e, PHYSICIAN'S ~| 22a. ADDRESS , 
a7 & NAME (Type), 
ee Edgars M, Maculans __|._Henryton State Hospital,..Henz Ma 
Po 
ho 
os 
HA 


TO HOSP. 


2Sa. REC'D BY REGISTRAR 


HOV 2061 


2Sb, REGISTRAR'S SIGNATURE 


Chan Kaa, 


gs 
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MARYLAND STATE DEPARTMENT OF HEALTH | 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


12508 CERTIFICATE OF DEATH 


oat 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-] INTERVAL BETWEEN 


ONSET AND DEATH 


~' se (24 “es 
& 35 in eee ea) 2. ee (Where deceosed lived. If institutions beford’ admissi WA 
é £3 Carroll maryiano || ° Maryland bUCOUNTY "Bal tonoa ty, 
= Be b. CITY OR TOWN (IF outside corporate limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 
3 8 al RURAL ond give neores! town) 4 7 , | 
2 ies Sykesville s.1mo.10days Baltimore 31 XS V cr IE 
2 22 i d, NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS 1S RESIDENCE 
3 =—* 1 ~ OR INSTITUTION ON A FARM? 
ne ingfi 1721 E, Baltimore St. 0 NO GL 
2 = 5 3. NAME OF First Middle lost 4. DATE Month Day Yeor 
23 (Type or print) Robert Harrison Wilmoth crate §=©6 November 95 1961 
= e 5. SEX 6. COLOR OR RACE | 7. MARRIEDEE FBVER MARRIED. o B. DATE OF BIRTH 9. AoE Me gens Tene LEAR IF UNDER 24 HRS. 

“ Male White wipoweo] _—obivorceo (] April 26, 1888 Repuies|seae eae eae 

2 100. USUAL OCCUPATION ie kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 

g durin get ‘of working life, even if retired) 

= ain clothes man Police North Carolina U.8k. 

2 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

8 a 

4 Jasper Newton Wilmoth Martha Lusinda 

3 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 

5 {¥es, 20, or unknown) {If yes, give war or dates of service) 2 ¥. * 

£ No | - 230-05-9096 Springfield Hospital Records 

Fy 

8 

a . 

§ oo | DEATH MESIAT Cue jo) PLLateral bronchopneumonia. Days 

= 1s DUE TO 
Condiifandrar onyisenh t Arteriosclerotic cardiovascular disease with Months, 


t la (b) 
gove rise to immediote{ 6. auricular fibrillation and heart failure. 


couse {0), stoting the ynder- 
lying couse lost. (©) 


ransit permit. 


the Stote Board af Health priar ta burial, cremation, ar removal, and in any event, within 72 hours ofter death. 


R ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 h 
IRECTOR: After this certificate has been signed by the attending physician and camplet 


bal 


Springfield Hospital, Bykesville,Md. 


Agustin delCampo, 


23a. BURIAL, acne 23b. DATE THEREOF 23c. NAME OF :METERY OR CREMATORY. 


fomoval | 11/11/61 ily Keene 


"FG v ag < Terre. Sy) Hoy 


2d. LOCATION (City. town, or county) (Stote) 


Thurmond, North Carolina 
25b, REGISTRAR’S SIGNATURE 


Cnttua £ rasa 
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a a epicon R SIGNIRICANT CONDITIONS CONTRIBUTING TO PE@TH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}]19. WAS AUTOPSY 
eS = ai Mm, par enoLe ty 
ara 1s Sd SR At ee Pee Inguinal hernia, yes) No 
Pe Vez Boe ACCIDENT WAS UNDERLYING [) | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Port I! of item 18.) 
‘a & SE OF DEATH 
Boe G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
SEs 20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED — [20e. PLACE OF INJURY (Home, form, 1 20F. (City or town) (Count {Stote} 
y. ( Y) 
sus a Hour 0. m. While Not while foctory, street, office bidg., etc.) ! 
33 3 A suweraia] oh work. [7] ' 
S S 
gaz 21. | certify that (I) (this haspital) attended the deceased fram... 2? [55 =) , 19_-_., that (I) (we) last 
3 
5 3 saw the deceased alive on.1/9/61.__. 19___... and that death accurred at. SRM the causes and an the date stated abave. 
£ 
> 3 e l, ds 4 ATTENDING MED. STAFF 770-313 ‘5 
sug ceteg? A M.D. | PHYS O__birector ) PHYS. OY 11/10 ag 
es aa 22d. ADDRESS 
25. 
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‘MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


geve risa to immediate cause 
(a), stating the underlying ( DUETO 


couse last, to 


. 12509 CERTIFICATE OF DEATH 
z § 3 SGN Stetore adminions 
= $s O is eae DEATH 2. USUAL RESIDENCE (Whare daceasad lived, If mead ea before admission) 
2 a a. STATE b, COUNTY 
v 
ce Carroll tnntcnes Maryland Carroll .- 
2 =e 8 b. CITY GS foun (if outside papaiatalini "|e LENGTH OF STAYIN 1b || c, CITY OR TOWN (If oujsida corporate limits, write RURAL end give nearest town) 
BO wri and, give nearest town! 
Lace ykesvilie 5 lfyrs.9mos.15hays 77 Westminster 
Eas = 
E ve a a d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) vd. REET ADDRESS. e. 1S RESIDENCE 
Zou 5 zn ON A FARM? 
. 2 3 ___ Springfield State Hospital 173 W. Main Street ves [] No EX 
ce 3. NAME OF ‘First “Middle Last 4 “DATE “Month ‘Day Year 
2an DECEASED 
ee (Type or print) Dorey Rs Zepp SEATH November 3, 1961 
Be 5. SEX 6, COLOR OR RACE! 7, married [Inever MARRIED [] | 8 DATE OF BIRTH [9% Soh Ren IF UND| UNDE rae 
af — Months jours In. 
ess Male White wivowen ] ~—ivorcep | June 23, 187k 87 ys. i heal | 
§es 10s. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County & State, ot foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
3 9 ® done during most of working life, even if retired) y? 
32 Huckster “Md. We land Use eters 
ao = 13, FATHER’S NAME j 4. a ‘S MAIDEN NAME 7. 
avs 
§2~ Joseph Zepp Sarah A. Miller 
s § ie Ke WAS DECEACE ae IN U.S, aes FORCES? | “16. SOCIAL SECURITY NO.| 17, INFORMANT Address 7” 
2s Sag ot ‘own) | (Ifyesgive warordatesofservice}| | 
ae 4 ° - - Springfield Hospital Records 
eo” oO my 
226 18. CAUSE OF DEATH [Enier only one cause per line for (a), (b), and (e).] ¥ 7 rn x | INTERVAL BETWEEN 
= ks PART 1. DEATH WAS CAUSED BY: i eg 
pao IMMEDIATE CAUSE (eo) Bronchopneumonia = = SS) —e 
c 
aes UGS DUE TO 
é v Conditions, if any, which (b)_ 
Ss 
2S 
rt 
ee) 
2 
is 
2 
a 
cs 
3 
® 
x 
es 
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letached for use as the burial-transit permit. 


L OR ATTENDING PHYSICIAN: The law requires that the death certificate be executt 


¢ 
8 
8 
rd 
2 
r= 
a 
oe 
&e 
a] 
52 
Bs 
5'9 a PART ll. OTHER SIGNIFICANT CONDITIONS CONJRIBUTING TO DEATH, BUT We ey ick ARTES CONQITION GIVEN IN PART 1a); 19. WAS AUTOPSY 
B83 ) |&] Manic depressive psy Cols nando typ quamous cell carcinoma o: PERFORMED? 
c= 5 skin of mtella, Diabetes Mellitus. va aati ISI 
£5 & [20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter natura of injury in Parl | or Part Il of item 18.) 
oe & | OR CONTRIBUTING [] CAUSE OF DEATH 
£2 G | UF EITHER, NOTIFY MEDICAL EXAMINER) 
Bs s 20. TIME OF INJURY Month, Dey, Ye: 20d. INJURY OCCURRED { 20. PLACE OF INJURY (Home, eat 20%. (City ertown) ———=—«(County) ~~ (State) 
ed a Hour a.m, While __ Net While factory, street, office bldg., ete.) 
2g 3s aa p.m, 9 al work at work 
ae 
26 3s 21. I certify that (I) (this hospital) attended the deceased from.SanMary.. 16 olh to. November... 1902, thet (1) (we) last 
ZU8oe saw the deceased alive on. TY, é 62. 19 and that death occured B2l5AM irom the causes and on the date stated above. 
aes = 226. DATE 
a’ ATTENDING MED. STAFF 
<ang I Mp. | PHYS. [ J piRecTOR [-} PHYS. PQ 11/3/81 
a os 5 22d. ADDRESS SS al : 
yo agieten de1Campo, Ds Sprin efi 
Zs os 
2p32 Zia, “SURIAL, CREMATION. [23b, DATE THEREOF 23. NAME OF CEMETERY OR CREMATORY a LOCATION oD, ner ior {Stata) 
Ei ad VAL (Specify) 
osoes M- a Z tT DE 
aH g RE T RE ai SIGNATURE 
VR AIS (4) 24 FU CTOR'S SIGNAT yyy 250. ae fa RAR | 25b. REGISTRAR’S SIG! 
15M 9/60 ; ‘ DATE Sas 


